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Abstract 
BACKGROUND: The health sector has ‘duty of care’ to provide comprehensive health services to 
survivors of violence, to act as a referral point, to collect and document evidence, to report data on 
violence and to engage in preventive services.  In Malawi, 48% of women experience some form of 
intimate partner violence (IPV) and a significant number report conditions requiring health care 
services, although few actually report to health services, which are in turn limited in scope and 
availability. Understanding how health care providers, relevant stakeholders and IPV survivors 
perceive the role of health care services in IPV is necessary to promote the development of context-
relevant and sustainable health care interventions.  
AIM: To understand the health service responses to IPV in Malawi from a wide range of perspectives  
OBJECTIVES:  
i) to critically analyze written legislation, policy and strategy documents in relation to IPV 
and the health sector in Malawi;  
ii) to describe the perceptions and experiences of IPV and of health sector responses among 
survivors of violence, community members, health care workers and other key 
stakeholders in Malawi;  
iii) to estimate the extent of intimate partner and sexual violence from a health service uptake 
perspective using proxy determinants at one referral hospital in Malawi 
iv) To explore the policy implications of the study findings for the health sector responses in 
Malawi  
 
METHODS:  In 2011, a multi-method situation analysis was conducted in three areas of Blantyre 
district, with additional data collected in Mangochi and Lilongwe districts.  Seventeen relevant 
national documents were analyzed.  A total of 10 focus group discussions (FGDs), 2 small groups and 
14 individual interviews (IIs) were conducted with health care providers; 18 FGDs and one small 
group discussion were conducted with male and female, urban and rural community members; 12 in-
depth interviews (IDIs) with survivors; 26 key informant interviews (KIIs) with donor agencies, GBV 
service providers, religious institutions; police officers and other stakeholders were conducted.  A 
review of 3,567 register records for the month of January 2011 was done in Queen Elizabeth Central 
Hospital and police records on violence cases in Blantyre for the same month were reviewed.  
Qualitative data was analyzed using the ‘framework’ approach, assisted by NVIVO 9 software.  
Hospital records were analyzed using Epi Info™.   Feminist approaches and the ecological framework 
for analysis of violence informed data analysis and interpretation.  A range of quality assurance 
measures were undertaken and data were triangulated across all methods: policy analysis, interviews 
and records reviews.    
FINDINGS:  A review of legislation and policy combined with qualitative stakeholder interviews 
revealed conflicts, gaps and lack of awareness of the available documents that undermined 
coordinated health sector responses.  Survivors, community members and health care workers 
revealed that IPV is perceived as a massive, though under-recognised problem.  IPV in its various 
forms was seen as widespread and normalised, except perhaps in the perceived severe forms (such as 
femicide and child rape).  IPV, though considered as shameful, was not necessarily a very private 
matter with involvement of neighbours, families, friends and significant others.  Various factors at 
individual, interpersonal, society and institutional levels were described as affecting under-reporting, 
access to services and responses from sources of support.  
The review of registered data confirmed that IPV is generally underreported in health services and 
that relying on trauma as a proxy for IPV against women would prove difficult to implement.  This 
multi-method approach highlighted the importance of diagnostic identification and the difficulties of 
universal screening.  The actual role of health services in IPV seemed fuzzy from the service user’s 
perspectives and narrowly confined to the bio-medical model or acute model of health service 
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provision.  However, both potential service users and health care providers were optimistic about new 
developments such as ‘One Stop Centres’ and about the potential role of health services, particularly 
those linked to HIV programmes.  They suggested these be provided as a continuum from prevention 
to rehabilitation.    
CONCLUSIONS: This study found a range of laws and policies that define and promote action to 
prevent IPV in Malawi.  These have had some positive influences on both community norms and 
health sector responses.  However, ineffective promotion has limited their effectiveness.  In addition 
there are gaps and inconsistencies that reduce their potential in guiding the health sector response to 
IPV.  The study explored stakeholders’ perceptions of IPV, the health sector response and the factors 
shaping it.  This revealed a complex web of interconnected socio-economic, cultural, political and 
institutional factors.  Perceptions of violence are culturally normative and related to gender roles and 
expectations.  The inclusion of male voices on IPV against men, and using emic definitions of 
violence revealed conflicts between women’s and men’s interpretations of IPV, particularly with 
regard to sexual violence and the transgression of gender and marital roles.  The specific socio-
economic and cultural context strongly favours a conflict resolution model of responding to violence, 
which raises questions about the mandate and the potential roles of the health sector.  Most 
stakeholders perceive IPV as a significant problem and recognise multiple impacts on health.  
However there is a clear disconnect between the magnitude of the problem and the health sector 
response.  Nevertheless, the health sector is well placed to play a leadership role and has some 
resources, such as HIV Testing and Counselling staff and curricula to offer in a multi-sectoral 
response.   
Proxy determinants as reflected in the health service registers proved to be inadequate due to poor 
reporting and recording, and under-reporting to health services.  Under-reporting was influenced by a 
range of inter-connected barriers to formal help-seeking, including normative attitudes and ineffective 
responses by both informal and formal sources of support.  However, knowledge was generated about 
the challenges to recording and reporting IPV in this setting. 
The study findings suggested a number of key opportunities for improving the health sector response 
to IPV in Malawi that may be appropriate in this specific context and considered their potential 
sustainability.  
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Chapter 1: Introduction to the thesis  
The introductory chapter of this thesis gives the rationale, justification and structure of the 
thesis.  The study was built on the understanding that the health care sector has an important 
role to play in violence prevention but there is a limited health care response to IPV in 
resource-poor settings, including Malawi, and a growing need for context-relevant 
interventions in sub-Saharan Africa.  The study aimed to understand the health service 
response to IPV in Malawi from a wide range of perspectives to inform development of a 
context-relevant health care response.  The following were the specific objectives:   
1 to critically analyze written legislation, policy and strategy documents in relation to 
IPV and the health sector in Malawi;  
2 to describe the perceptions and experiences of IPV and of health sector responses 
among survivors of violence, community members, health care workers and other 
key stakeholders in Malawi;  
3 to estimate the extent of intimate partner and sexual violence from a health service 
uptake perspective using proxy determinants at one referral hospital in Malawi; 
4 To explore the  policy implications of the study findings  for the health sector 
response to IPV in Malawi  
1.1Rationale and justification for the study 
Violence is an enormous global public health problem that increases the risk of injury, 
disease and poor mental health, overburdens the health systems while also impeding 
economic and social development 
1
.   Each year 16 million people around the globe receive 
treatment for violence related injuries, and results in about half the number of deaths due to 
HIV/AIDS, roughly equal to deaths due to tuberculosis and 1.5 times the number of deaths 
due to malaria.  In the year 2002, violence accounted for an estimated 1.6 million deaths 
globally; of these 37% were due to interpersonal conflicts, including intimate partner 
violence.  The brunt of the burden is felt in resource-poor and middle-income countries 
2
, 
with higher levels in Africa and in low and middle-income countries of America.  
Deaths from violence are just the tip of an iceberg.  For every death, non-fatal injuries due to 
violence lead to dozens of people hospitalized, hundreds of emergency department visits and 
thousands of doctor’s appointments3.   Over and above these deaths and injuries, violence has 
numerous non-injury health consequences, including high-risk behaviours, such as alcohol 
and substance misuse, smoking, unsafe sex, eating disorders and the perpetration of violence  
21 
 
and, these risk behaviours contribute in turn to such leading causes of death as cardiovascular 
disorders, cancers, depression, diabetes and HIV/ AIDS 
4
. 
Violence, takes different forms, ranging from war to homicide, from assault to child 
maltreatment and intimate partner violence.  Its consequences can profoundly affect the fate 
of infants and children, grown men and women, as well as nations.  Most  violence related 
deaths occur in peaceful countries and  are often self- inflicted , and perpetrated by people 
known to the survivor, such as parents, intimate partners, friends, and acquaintances 
5
.  
Intimate partner violence, in particular, is the most common form of violence and greatly 
exceeds the prevalence of all other forms of physical and sexual abuse in women’s lives 6.  
IPV poses a major challenge for public health not only because it is an important risk factor 
for a range of health problems, but also because it can be a strategic entry point for violence 
prevention and more broadly because many forms of violence occur within the family where 
habits are formed for successive generations 
6
.  
Legislation and policy on violence, including intimate partner violence, are variously 
interpreted and used in different contexts and while they are influenced by international 
policy there is a strong local influence that both reflects and shapes prevailing cultural beliefs 
about violence.  A good example of this is the lack of statutes on rape in marriage in many 
contexts.    
There is also a growing awareness of the need for health care workers  to respond and offer 
better health services to the cases of violence that they encounter 
4, 7
, but there is a lack of 
serious intervention in sub-Saharan Africa 
7, 8
.   Survivors in these settings have extremely 
limited access to adequate emergency medical services, psychosocial help, and legal 
assistance 
1
.  Most violence interventions have been implemented in the developed world 
9
, 
and have yet to be systematically implemented and monitored for their impact in low‐ and 
middle‐income countries where the problem is the largest and the potential prevention gains 
are the greatest 
5
.    
Health care services, and particularly reproductive health programs in developing countries, 
provide an important site of opportunity to address the needs of abused women, as most 
women come into contact with the health system at some point in their lives.   In addition, 
reproductive health services have a long history of dealing with counselling and sensitive 
issues like HIV and AIDs 
10
.   However, the role of health services in resource poor settings is 
debated
10, 11
.   Some experts feel that HCWs in resource settings can function in a supportive 
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role by making sure that survivors are not revictimised in health care settings or actively 
identify survivors through asking all women about their experiences of abuse or identify 
those at risk for abuse 
10
.  To identify those at risk health care workers may need to come up 
with a list of proxy conditions for IPV 
10
.  In recent years emphasis is also being placed on 
primary prevention of IPV 
12, 13
.   Understanding how health care providers and consumers of 
health services including survivors of abuse, conceive the burden of IPV and the role of the 
health care services in preventing violence can help to lay the foundation for relevant and 
sustainable preventive health intervention.   
1.2 Structure of the thesis  
The thesis follows a logical interconnected structure as seen in the conceptual framework (fig 
1.1)  
Chapter 2 locates the study in relation to previous research.  The chapter first presents the 
magnitude of IPV as estimated in international and regional literature.  Theoretical 
explanations with regards to causes of IPV are then presented, and the attitudes towards  
IPV are examined, followed by a review of multiple consequences of IPV.  The chapter ends 
by examining the health care sector responses and debates surrounding screening for IPV in 
health services.   
The local literature on IPV in Malawi is presented in Chapter 3.  The chapter also briefly 
introduces Malawi: its location, population, political, social and economic situation, and the 
health status of its people; the social and family structures, the gender-based violence 
situation and the health sector response are covered.  
 Chapter 4 details the research methodology used in this study.  It justifies choices and use of 
methodology and supports the credibility of the research, including researcher positionality.    
Chapter 5 presents an assessment of the legislative and policy environment and frameworks 
governing the health sector’s response to IPV.  The chapter seeks to explore the content, 
awareness, and perceived usability and relevance of legislative and policy documents 
governing the health sector response to violence in Malawi.  This assessment combines 
critical analysis of the legal and policy documents with qualitative research findings drawn 
from interviews conducted with key informants, health care workers (HCWs) and other 
stakeholders.   
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Chapter 6 describes the perceptions and experiences of IPV as obtained from individual in-
depth interviews with men and women who had accessed IPV services, and FGDs conducted 
with community and HCWs, and Key informant interviews with other key stakeholders such 
as NGOs, donors and police.  Data on the perceptions and experiences of IPV are organised 
along the themes that were generated from the data and prior issues: the spectrum of intimate 
relationships and constructions of marriage; understandings and definitions of various forms 
of IPV; its perceived magnitude; its forms; its causes; and consequences, including 
perspectives on IPV and health.  
Chapter 7 This chapter explores perceptions and experiences with informal and formal 
sources of support for IPV, considering the barriers and enablers to help seeking; the role of 
different actors including the actual and potential role of the health services from the point of 
view of survivors, communities and health care workers.  Routine record review data from a 
tertiary referral hospital are presented as a case study to further define the potential and actual 
health services responses.   
Chapter 8 discusses how the main research findings relate to the reviewed literature in 
chapters 2 and 3; and responds to the research questions.  The chapter also outlines the 
contribution the thesis has made to the existing body of knowledge on IPV, and makes 
suggestions to future areas of research.  Finally, the chapter draws conclusions by 
synthesizing the main research themes.  
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Chapter 2: Literature review  
2.0 Introduction 
This chapter locates the study in relation to previous research on IPV in Africa and identifies 
gaps that informed the development of data collection instruments.  Both published and grey 
sources were consulted for literature on intimate partner violence (IPV).  Considering that the 
body of knowledge on IPV is ever growing, the review on prevalence, risk factors for, 
attitudes towards and health effects of IPV focused on studies done in Africa and on 
multinational studies that included samples from Africa.  In this section, proximity was 
considered: i.e. research that is closely related to my own in the following areas: perspective; 
objective of the study; and geographical closeness.  This does not disregard the fact that 
Africa is ethnically, culturally and religiously diverse.  In addition, the different countries’ 
educational and economic backgrounds vary.  Whilst embracing the heterogeneous 
conditions of Africa, African studies are especially relevant, due to the somewhat shared 
context.  However, there was an exception to this for the healthcare response literature and 
interventions for IPV.  Most of the literature included here was international literature 
because less work has been done in Africa and other developing countries. 
The chapter has been organized into seven sections:  Section 2.1 presents the definitions and 
conceptualizations of IPV.  It explores how the definitions of IPV have evolved over the 
years, why some scholars advocate for broader definitions of IPV and presents the definitions 
used by the thesis.   Section 2.2 presents the scope of IPV, starting with an overview of the 
global picture and then concentrating on African countries, mostly in sub-Saharan Africa.   
Section 2.3 outlines and discusses theories of the causes of IPV; section 2.4 examines 
evidence for risk factors for IPV, the gender symmetry and asymmetry debates are discussed 
and geographical variations and similarities in the extent and risk factors for IPV are outlined.   
Section 2.5 presents research that links IPV to negative health outcomes and how women 
cope with abuse in their relationships and help seeking strategies.  The final section, health 
care responses to IPV, discusses the literature highlighting the role of the health sector in 
preventing and responding to IPV, and gives an overview of the existing interventions to 
improve health sector for IPV highlighting those that have been tried in African contexts.  
International literature is cited more here than other sections due to limited interventions in 
Africa.  This section includes the debates surrounding screening for IPV in health care 
settings and those involving mandatory reporting of IPV.    
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2.0.1 Search strategy 
The following Data bases were searched: ISI web of knowledge, Scopus, Science Direct, 
Proquest, EBSCI, OVID SP, Pubmed, CSA Illumina, HINARI and relevant websites such as 
that of the World Health Organization.  The following were the search terms that were used 
either in combination or isolation using Boolean terms and /or, “ ”, or aesterik* 
Violence/ Interpersonal violence/ Wife abuse/ 
Spouse abuse/ Dating violence  
Health/ Healthcare/Health care response/Health care policy/ Health systems/ Health 
care delivery systems/ Public health 
Intimate partner violence/ Intimate partner abuse/ Partner abuse 
Battered women/ Domestic violence/ Wife battering/wife beating/spousal violence 
Emotional abuse /psychological violence 
Sexual violence/ Rape/ Sexual harassment 
Gender violence/ Gender-based violence/ gender based violence 
Victim*/Survivor 
Developing countries/low resource countries/underdeveloped 
Africa/sub-Saharan Africa 
Post rape care/ Post-rape care/ Post rape care interventions 
2.1 Defining and conceptualising Intimate Partner Violence 
2.1.1 Defining violence  
The World Health Organization (WHO) working group 1996 defines violence as: “the 
intentional use of physical force or power, threatened or actual, against oneself, another 
person, or against a group or community that either results in or has a high likelihood of 
resulting in injury, death, psychological harm, mal-development or deprivation”  4.  There 
are various typologies of violence (see Figure 2.1).  From the public health perspective, 
violence is divided into three categories: self-inflicted, interpersonal and collective violence, 
which are differentiated by the type of perpetrators: 1) interpersonal comprises intra-family 
violence which can be perpetrated by the spouse, parent or other close relatives; and violence 
by strangers or known people on streets and public sites; 2) collective, which is committed by 
states, organized groups, organized crime and may also be social, economic or political; and, 
finally, 3) self-inflicted, like suicide, attempted suicide and self-abuse.  Violence is also 
classified according to its nature/form and expression such as physical, sexual, psychological 
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and neglect or deprivation (see the bottom section of Figure 2.1).Human rights and gender 
activists categorise violence against women and girls under the umbrella term of gender-
based violence (GBV), emphasising the point that violence is inflicted on them based on their 
gender.  However, it has been argued that understanding each type of violence separately is 
important, as factors that perpetuate or ameliorate it may differ 
14
.  The red boxes in Figure 
2.1 locate IPV on this proposed typology 
Figure 2.1: Typology of violence
4
  
 
2.1.2 Changing terminologies  
Intimate partner violence has over the years been conceptualised in different ways.  Early 
gender-based violence (GBV) researchers referred to it as ‘battering’, labelling those who 
suffered it as ‘battered women’ and its perpetrators as ‘batterers’.  The concept ‘battered 
woman’ pointed to the repetitive nature of both physical and psychological abuse women 
suffered at the hands of their husbands/partners 
15
.  However, the concept was disfavoured for 
reducing all women who had at one point experienced abuse to their experience, and for 
shifting the blame to the victim rather than to the individual who is responsible for the 
syndrome 
16, 17.  The term ‘wife abuse’ replaced woman or wife battering.  The concept wife 
abuse, however, was perceived as too exclusive in the light of evidence indicating that 
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violence does occur in other types of intimate relationships (e.g. same sex, cohabitating and 
dating couples, and couples in the process of separation and divorce) 
18, 19
, and is also 
perpetrated against men 
20
.   Consequently, the term ‘domestic violence’ (DV) was adopted 
21
.   
In her analysis of the term ‘domestic violence’, Dempsey (2006) identified three key 
constituent elements, namely: 1) violence, 2) domesticity and, 3) structural inequality.   She 
observes that the element of domesticity is critical in distinguishing domestic violence from 
other generic forms of violence.  It locates violence to the home: a private sphere where 
conduct is protected from external scrutiny.  Under this account non-domestic violence is 
conceptualized as ‘public’, understanding that it is taking place in open or public spaces.  She 
argues that the public –private dichotomy has historically led to fewer prosecutions of 
domestic violence assailants even when the survivors have actively sought help from the 
justice system.  Domesticity also points to a type of relationship typically characterized by 
intimacy, familial ties or a shared household; for example, spouse, parents, children, siblings 
and current or former intimate partner 
22
.  In spite of this, the appropriateness of using the 
term domestic violence interchangeably with IPV has been questioned, since it is argued that 
domestic violence encompasses other forms of violence such as violence against children and 
elders, which occur in the sanctity of the home 
19
.   
2.1.3 IPV is not only physical acts of aggression  
Initially IPV was synonymous with physical violence or battering 
19
.  This conceptualization 
reflected the initial focus on the physical violence experienced by married, heterosexual 
women 
19.  This traditionalist’s perspective of restricting the definition of IPV to physical acts 
is mostly adopted by criminology and sociology 
22
, used in many epidemiological studies
23-26
, 
and has enabled  researchers  to compare findings  across studies 
27
.  The separation of 
physical from non-physical violence is seen as exceptionally problematic in domestic 
violence research.   Opponents to this proposition argue that domestic violence does not only 
encompass beating, frightening with a weapon and slapping 
28
, but encompasses all forms of 
violence, including any behaviour that demeans or controls the partner including the direct 
use of physical force, sexual coercion, psychological attacks and structural inequality 
22
.  
These arguments began in the 1990s, when evidence from qualitative studies revealed that 
women suffered from many  non-physical acts of violence 
29
.  However, some of the non-
physical violence acts are most difficult to define, such as psychological violence, which 
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often appears to be used interchangeably with emotional violence 
29
.  Hamby also 
acknowledges the role of sexual behaviour in intimate relationships and highlights the 
importance of including sexual violence in IPV studies 
30
.  In spite of the definitional 
difficulties, the IPV definition that includes non- physically violent aspects of power and 
control, such as financial abuse, is favoured for more accurately representing the experiences 
of women living in abusive relationships 
31
.  This is a position commonly shared by most 
domestic violence advocates and feminist researchers and supported by the ecological 
framework for analyzing violence 
32
.  
2.1.4 Gender symmetry debates 
Considerable debate in IPV research has centred on whether it is primarily men who are 
violent in intimate relationships or whether there is gender symmetry in perpetrating 
violence
18, 33
.   Family violence researchers argue that both men and women are equally 
violent, proposing a model of gender symmetry, which contravenes feminist beliefs about 
gender asymmetry in IPV (see section 2.3.3).  Johnson argues that differences observed 
between feminists and family violence researchers could arise from methodological 
differences resulting from selection bias.  Family violence researchers rely on population 
based quantitative surveys while feminists have relied heavily on qualitative research and 
recruited their samples from shelters and other service centres
16
.  The WHO expert meeting 
on health sector responses to IPV recognises the on-going gender symmetry debate. Based on 
lessons learnt from the British crime Survey, they proposed that population based studies 
with DV modules should include questions about fear, injury and contextual factors that may 
help to compare and contrast experiences of men and women. 
2.1.5 Johnson’s typology of violence  
Johnson (1995) tries to answer the gender symmetry-asymmetry by constructing a typology 
of violence that aims to reconcile the differing perspective by demonstrating that there is a 
range of IPV from the classic male to female violence, to the couple who engage in mutual 
violence, through to the less common female aggressor and male victim 
21.  Johnson’s 
typology includes: 1) Intimate terrorism (IT), 2) situational couple violence (SCV); 3) 
Violent resistance (VR); and 4) separation motivated couple violence (SMCV)
16
.  Intimate 
terrorism describes an on-going pattern of violence and coercive control that is almost 
exclusively committed by men and is likely to: frighten the victim; lead to them seeking a 
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protection order, shelter, or a divorce; result in injuries that require medical attention; and 
draw the attention of others who report incidents to authorities 
34
.   
Intimate terrorism is seen as a product of patriarchal traditions of men's right to control 
"their" women.  It is similar to ‘wife beating’ or ‘battery’.  It focuses on physical aspects of 
IPV 
16
. SCV is a form of IPV where arguments escalate to verbal aggression and ultimately to 
physical aggression.  It does not involve a general pattern of coercive control 
16
.  VR is a 
response by many of the women (and the few men) who are trapped in a relationship with an 
intimate terrorist.  Johnson suggests that the observed differences between family violence 
and feminists researchers could be due to the influence of sampling bias and methods of data 
collection 
16
 which mean that researchers are studying different forms of violence based on 
the samples recruited. 
What is apparent from the literatures above is that scholars differ in their conceptualization of 
the problem of IPV and it has also been argued that a broader definition better represents the 
experiences of abused individuals.  In the next section, the researcher presents definitions 
used for the study and justifies their selection in this study. 
2.1.6 Definitions used in this thesis  
This study uses the term IPV as opposed to DV.  In doing so, the study differentiates 
violence between partners (within intimate relationships) from violence between persons 
known to each other (including relatives, some of whom could be members of the domestic 
household) and violence between strangers.   Feder has argued that there is no intimacy in 
DV 
35
, but this study recognizes that there are many non-intimate partnerships in any social 
setting, so it maintains intimate to single out the type of relationship under study.  The 
definition is inclusive of other forms of non-marital intimate relationships but confines itself 
to hetero-sexual relationships for contextual reasons.   ‘Intimate relationship’ in this thesis 
refers to dating or pre-marital relationship, cohabiting, or marital relationships.  Nonetheless, 
due to the frequent use of the term domestic violence in the literature, this term may appear in 
the literature review especially where other people’s work is cited.  The terms wife abuse or 
beating and spousal violence are also used due to their frequent use in Demographic Health 
Surveys.   
The WHO defines IPV in the World Report on Violence and Health: as any form of 
behaviour within an intimate relationship that causes physical (slapping, kicking, hitting or 
beating) sexual and psychological harm (intimidation or constant humiliation).  It includes 
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acts of physical aggression, psychological abuse or forced sexual intercourse or any form of 
controlling behaviour (isolating the person from family and friends, monitoring their 
movements and restricting access to information or assistance) 
4
.  The same definition is 
adopted by the East Central and Southern African Health Community  
36
.  This definition of 
IPV was favoured by the thesis at the onset of the study for various reasons: 1) the study is 
informed by both feminist approaches and the ecological framework and public health 
perspectives; 2) GBV literature from Malawi (see chapter 3) reveals that communities view 
IPV from a broad perspective; and 3) finally the health focus of the study made it appropriate 
for this thesis.  However, the definition changed slightly as the thesis progressed because the 
study sought local definitions of IPV (for justification of this, see the methods and chapter 3). 
The term ‘Intimate ppartner’ is used to refer to a person with whom a woman has or has had 
an intimate or close relationship, though not necessarily of sexual nature.   Such persons may 
include a spouse, former spouse, live-in partner or former live-in partner (cohabiting), 
boyfriend/girlfriend or former-boyfriend/girlfriend. 
In describing the abused, the thesis uses the term survivor as opposed to the word victim. 
The word victim is a dominant focus in international women’s rights and the term has been 
used to lobby the law.   Critics have observed that the term victim reinforces gender and 
cultural essentialism and that the focus fails to take advantage of the liberating potential of 
feminist insights 
37
.  The word survivor originates from a behavioural model, which locates a 
certain degree of agency among survivors of violence to end violence.   Survivor theory 
posits that survivors actively utilize help-seeking behaviours of various types as a response to 
abuse 
38
.  This challenges the concept of victim who is depicted as passive waiting for help 
and the perception that women engage in learned helplessness as a primary coping 
mechanism 
38
.  In some literature the ‘‘victim’’ and ‘‘survivor’’ dichotomy denotes the stage 
at which abused women are.  For example, Platt used the word victim referring to the 
situation of people who were still in the relationship with the perpetrator and survivor was 
used when referring to those who had exited abusive relationship 
39
.  Collins argues that 
abused women continuously engage in efforts to survive conditions in which they live by 
seeking help, persisting through adversity and adaptation as survival mechanisms for 
themselves and their children 
38
.  It is the intention of this study to portray women as agents 
in help seeking, hence, the adoption of the word survivor. 
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2.2 Magnitude of intimate partner violence  
Having looked at the operational concepts for the study in the previous section, this section 
presents the magnitude of IPV starting with statistics estimating the scale of the problem at 
international level, and then turning to regional literature to get an understanding of the extent 
of IPV in Africa.  The study does not only intend to assess the extent of the problem, but also 
to understand reasons for the variations observed in different settings.   
2.2.1 Global Perspective  
Intimate partner violence is undoubtedly recognised as a wide-spread phenomenon, cutting 
across national boundaries, race, ethnicity, religious divides and educational backgrounds to 
affect the lives of millions of people, especially women and children, on daily basis 
28
  
Physical and sexual intimate partner abuse forms the largest proportion of abuse that women 
are exposed to in their life time 
14
,  but  the proportion of women reporting IPV varies across 
countries 
40
.  Variations in data collection instruments and study design in domestic violence  
studies have made the data unreliable and difficult to compare data across countries 
41
.  
Multi-national population-based studies and the inclusion of the domestic violence module in 
the demographic health surveys (DHS) have made it easier to compare cross-country data.  
These population-based multi-national studies on domestic violence have revealed a lifetime 
prevalence of 15%-75% IPV and sexual violence rates of up to 26% in the participating 
countries 
40, 42
.  More African and Latin American women reported having experienced more 
intimate partner violence than European and Asian women in a synthesis of 23 sets of DHS 
data that involved 19 countries across the globe 
43
.  Despite the availability of documented 
evidence of the magnitude of IPV, gaps in the data still remain.  In many cases violence is 
underreported, leading to under-recognition and limited resource allocation to deal with it 
44
.  
The cultural stigma surrounding the subject of violence often makes women hesitate to report 
abuse for fear societal of condemnation 
45
 . 
2.2.2 Magnitude of IPV against women in Africa 
There is a growing literature estimating the extent of IPV in African countries.  These studies 
range from systematic reviews 
46
 to qualitative studies 
47-49
 and involve different population 
groups including pregnant women 
50-59
, HIV-positive women 
60-65
, and homicide cases
66-69
.   
Rates of IPV, physical, sexual, motional, cultural and other forms of violence studies in 
Africa are presented in Table 2.1 range widely between settings and studies and available 
literature depend more on where and why studies were done than providing a comprehensive 
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view of the burden.  Thus the range of prevalence rates may result from sampling and 
measurement biases as well as differences in contextual factors responsible for the production 
of IPV.  Most of these studies measured physical aspect of domestic violence.  Few reported 
emotional violence and deprivation.  
Table 2.1: Studies on magnitude of IPV in Africa 
Type of IPV Range of rates Studies Source of data (country) 
All IPV 39.8% - 72% 
Alio et al.,70 
Deyessa et al., 2009 
 
Sub-Saharan Africa 
Ethiopia 
Rwanda 
Physical violence 17% -52.6% 
Abuya et al., 2012,  
Adekeye, 2008,  
Akmatov, 2008,  
Alio et al., 2009b,  
Alio Ap Fau - Salihu et al., 2011,  
Ameh et al., 2007,  
Andersson et al., 2004,  
Deyessa et al., 2009,  
Deyessa et al., 1998,  
Dibaba, 2008,  
Djamba and Kimuna, 2008, 
Dude, 2009,  
Emenike et al., 2008,  
Ezechi et al., 2004 
Fonck et al.,2005 
Kenya 
Nigeria 
Egypt 
Africa 
Cameroon 
Nigeria 
Southern Africa 
Ethiopia 
Ethiopia 
Ethiopia 
Kenya 
Nigeria 
Kenya 
Nigeria 
Kenya 
Sexual violence 12.9% -21.5% 
Abuya et al., 2012,  
Alio et al., 2009b,  
Alio Ap Fau - Salihu et al., 2011,  
Djamba and Kimuna, 2008, 
 Dude, 2009,  
Emenike et al., 2008,  
Ezechi et al., 2009. 
Kenya 
Africa 
Cameroon 
Kenya 
Rwanda 
Kenya 
Nigeria 
Emotional/psycholo
gical violence 
12.9% - 52.3% 
Abuya et al., 2012,  
Alio et al., 2009b,  
Alio Ap Fau - Salihu et al., 2011, 
Ameh et al., 2007,  
Dude, 2009,  
Emenike et al., 2008,  
Ezechi et al., 2004. 
Kenya 
Africa 
Cameroon 
Nigeria 
Rwanda 
Kenya 
Nigeria 
Economic violence 30% - 46% Ammar, 2006, Ezechi et al., 2004 Egypt; Nigeria 
Verbal abuse  51.7% 71 Nigeria 
Deprivation 6.2% Ameh et al., 2007 Nigeria 
Social violence   35% 72 Egypt 
Cultural violence  19% Ammar, 2006 Egypt 
IPV during 
pregnancy 
2%-57% 
Shamu et l., 2011 
Ameh, 2009 
Efetie and Salai, 2007 
Gyuse and Ushie, 2009 
Hoque et al., 2009 
Ntaganira et al.,2008 
Umeora et  al .,2008 
Olagbuji et al ., 2010 
Kaye et al., 2006 
Africa  
Nigeria 
Nigeria 
Nigeria 
South Arica 
Rwanda 
Nigeria 
Nigeria 
Uganda 
Homicide 
50.3% Abrahams, 2009 South Africa 
0.75 murders/year (males) Adinkrah, 2007 Ghana 
72(f) (1990-2005) Adinkrah, 2008 Ghana 
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2.2.3 Magnitude of intimate partner violence against men in Africa 
However, evidence indicates that a certain proportion of men are abused by their female 
partners although very few studies have explored this.  In available studies the prevalence of 
female to male violence ranged from 0.0023%- 84.2%
26, 73, 74
.  The most frequent form of 
abuse cited by men was  verbal abuse (76%), followed by sexual violence (58.9%) 
73
.  
Examples of the verbal and physical abuse encountered by men were: being cursed/ making 
demeaning remarks about them, challenging their authority, not receiving adequate attention, 
public humiliation and making jokes at their expense.  With regard to acts of sexual violence 
men reported the following: not being allowed to have sexual intercourse by their partners; 
being compelled to have sex when tired or ill; withdrawing when the man is ejaculating; 
making jest about the man’s penis size; and unpleasant jokes about men’s sexual 
performance
73
.    
Studies reveal the gendered nature of interpretations of abuse and it raises the question of 
whether some of the actions described can really be seen as abuse.  Although women can also 
be physically violent towards their male partners, the vast majority of intimate partner abuse 
is perpetrated by men against their female partners.  The prevalence of husband battering was 
very low, at 0.0023% in the retrospective study involving 220,000 patients seen at a primary 
care setting in Nigeria.  Medical records over a period of five years were used to retrieve the 
information.  Victims sustained scratches, bruises, welts,
 
and scalds.  Low prevalence rates 
were attributed to men’s unwillingness to disclose domestic violence and that most men 
experience psychological abuse which is culturally not regarded as violence in Nigeria
74
.  
2.2.4 Prevalence of IPV in dating or premarital intimate relationships 
Dating violence or pre-marital intimate partner violence is also a serious problem among 
teenagers and young adults in sub-Saharan Africa 
75
.  In a study that investigated the 
determinants of SV among students in Eastern Ethiopia secondary schools found that as high 
as 70% of the young men self-reported to have perpetrated SV and 68% of the young women 
were survivors of at least one instance of SV.  About 56% of the young men and 52% of the 
young women admitted to have experienced sexual harassment, such as verbal remarks) 
76
.  
In a survey of school students in Cape Town and Mankweng (South Africa) and Dar es 
Salaam (Tanzania) in a multinational randomised control HIV trial 10.2%–37.8% reported 
experiencing IPV, 3.1%–21.8% reported perpetrating IPV, 8.6%–42.8% reported being both 
survivors and perpetrators 
77
.   Swart found that 52% of girls and 49.8% were involved in 
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physically violent relationships 
78
, whilst  Oduro found that 51.2% of the girls who had 
experienced sex were forced 
79
.  
2.2.5 Summary  
Although there are variations in the prevalence of IPV within and across countries, the 
literature reviewed has demonstrated that IPV is prevalent and it is a problem at global level, 
regional and national levels that cuts across the age divide.  A lack of consistency in 
measurement of the timing of abuse and acts of abuse may have accounted for variation in the 
observed prevalence rates but the data may also be pointing to differences in contextual or 
cultural factors in the production of IPV, making it very important for developing contextual 
understandings.  Many studies have used a narrow lens of viewing IPV, as they have 
concentrated on measuring physical IPV, and to some extent sexual abuse at the expense of 
other forms of abuse such as psychological and economical abuse, yet these are reported in 
high percentages in the studies that have attempted to measure them.  The next section 
examines the various theoretical explanations, which have attempted to explain the reasons 
for the prevalence of IPV.    
2.3 Theories of causes of IPV 
Understanding the causes of IPV is much harder than studying a disease because IPV is a 
product of social contexts.  The social conditions  producing it may vary from one country to 
the other 
23
.   Consequently, the causes of IPV have been debated over the years, and very 
little consensus exists  regarding its causes 
80
, because the existing evidence on causation 
appears to be  relatively weak from the epidemiological perspective 
23
.  In spite of this, many 
theories have existed and evolved over time to try to identify the reasons for IPV 
81
.  These 
theories are not mutually exclusive, and they all seem to acknowledge the role of abuse of 
power in the perpetration of violence although they approach this from a different theoretical 
orientation 
81
.  
This section will focus on the following theoretical perspectives : 1) psychological 
(sometimes referred to as ‘life course’ perspectives, 2) sociological perspective or family and 
systems theory,  3) feminist perspectives, 4) cultural explanations, 5) ‘culture of violence’ 
explanations and 6) the socio-ecological theory.  Cultural explanations and ‘culture of 
violence’ theories are found particularly in the African domestic violence literature 82.  
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2.3.1 Psychological perspectives (‘life course theories’) of the causes of IPV 
Life course research is concerned with developmental issues and therefore focuses on the 
longitudinal or temporal progression of people’s lives 83.  Psychologists and psychoanalysts 
have used the “life-course perspective” to focus on understanding the perpetrators’ and at 
times the victims’ malfunctioning family of origin 84.  Under this, the ‘social learning theory’ 
has been used to explain the intergenerational transmission of IPV in a cycle of violence.  
‘Role modelling’ is central to the theory 85.  Violence is seen as a learned behaviour that an 
individual acquires through their interactions with others such as role models provided by the 
family (parents, siblings, relatives, and boyfriends/girlfriends), either directly or indirectly.  
These are reinforced in childhood and continued in adulthood as a coping response to stress 
or a method of conflict resolution 
85
.  There is strong evidence linking witnessing of intra-
parental violence in childhood to victimisation, perpetration and having supportive attitudes 
towards violence later in adulthood.  There is also evidence suggesting that children with a 
history of physical abuse as a child (especially the male child) grow up to become abusers in 
intimate relationships 
86
.  The life course perspective is also helpful in understanding IPV 
occurring at different stages in life; for example violence occurring at different stages of 
married life for example early marriage, pregnancy and later in life 
87
.  However, critics of 
the theory view its solely environmental approach as overly simplistic.  For example, it is 
argued that familial resemblance may also be due to genetic factors because families share 
both genes and environments
88, 89
. Additionally,  external influences such as use of drugs and 
alcohol abuse can play a role 
90
. 
2.3.2 Sociological perspective:- ‘family violence’ as a cause of IPV. 
‘Family violence’ theory also locates violence within the family unit and argues that the 
family as a unit or system has the potential for generating frustration and conflict.  Violence 
tends to increase under conditions of positive feedback, which involves social circumstances 
that increase vulnerability to violence.  Self-concept of the individual as a violent person, the 
role expectations of the victim, high community tolerance for violence, and low power of the 
victim are specified as some of the positive feedback processes which produce an upward 
spiral of violence.  Factors that reduce the level of violence (offering ‘negative feedback’) 
include low community tolerance for violence, public attention and support  
91
.  This 
perspective represents a shift from the individual pathology to examining socially deviant 
behaviours that individuals are engaged in, such as alcohol and drug abuse.  Violence in this 
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model is seen from the perspective of  ‘gender neutrality’ or ‘gender symmetry’ as a ‘double 
stream’ – that is, the problem of both sexes 90.  The theory holds that the cause is 
dysfunctionality of the whole family system (perpetrators and victims).  The theory has been 
criticised for exclusively focusing on imbalances of power within the home and ignoring the 
societal conditions that influence these power imbalances within the  family 
90
.    
2.3.3 Feminist theories of the causes of IPV 
The feminist model has evolved over the years due to diverse perspectives within feminist 
movement.  While early feminists focused solely on gender as a category for analysis, other 
feminists (e.g. feminists of colour, international and lesbian feminists) propose the 
importance of examining the intersections between gender and other systems of oppression 
such as race, class, national origin, sexual orientation and disability 
92, 93
.  Despite the 
diversity of feminist theory, the centrality of gender in understanding IPV has been asserted 
by many
82, 92-94
.  Lenton  considers inadequate any theoretical model that excludes measures 
of gender inequality, considering that gender is one of the major variables along which power 
is divided, but is rather sceptical about placing the whole picture of IPV at the feet of 
patriarchy 
92
.    
Feminist theories centre on power inequalities between men and women, and focus on giving 
voices to the disempowered 
90
.  In the feminist model, violence is a ‘one-way street’; that is, 
from male to female or ‘gender asymmetrical’.  Violence both creates and maintains men’s 
power over women as female partners 
95
, therefore, violence is framed as a structured 
oppression which upholds the patriarchal privilege rather than deviating from it.  In many 
cases, violence is synonymous to power; and failure to use power or threat may be perceived 
as a sign of weakness 
90
.  Men can, therefore, be seen as equal to ‘batterers’ or perpetrators 
and women equal to ‘the battered or victims’; and aggressive women are seen in the lens of 
self-defence 
93, 94
.  However, feminist models can also acknowledge the strength, resilience, 
and agency of women and strives toward the goals of female empowerment and self-
determination 
93
, and some feminist theory also acknowledges that some men can be subject 
to abuse, especially when they do not fit established gender norms – e.g. gay and effeminate 
men 
96
. 
The most influential depiction of the dynamics of domestic violence is the power control 
wheel where the more powerful person will exert influence on the less powerful.  In the 
power control wheel gender inequalities form the core of domestic violence while abusive 
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behaviours form a pin wheel spreading out from the core, and the physical and sexual 
violence are represented at the outer edges of the wheel.  The aim is to emphasize  the central 
role of structural inequality in understanding what counts as domestic violence , to establish 
‘conceptual connections’ between different types of abusive behaviour, and to suggest that 
abusive control may be as much, if not more, of a problem than acts of physical violence 
22
.  
The theory also helps to explain why some women may fail to exit abusive relationships, a 
phenomenon described as ‘learned helplessness’.  According to this model violence occurs in 
three repeated stages or cycles.  The first stage is the tension building stage where the man 
gets angry and the woman remains calm to avoid abuse.  This is followed by actual violence 
and then the ‘loving’ or ‘honeymoon’ phase.  During the loving phase, the man tries to 
reconcile with his wife, assuring her that he still loves her at the same time as blaming her for 
the abuse, creating a false sense of re assurance for potential change.   Feminist models 
challenge male entitlement and privilege as well as the traditional notion that domestic 
violence is a private family matter 
95
.  Thus, feminists demand public solutions, including the 
establishment of programs and services for women, who are abused, treatment for their male 
partners, and the involvement of the criminal justice system to hold men accountable for their 
violence.    
Critiques of feminists theories have argued that they do not fully explain women’s aggression 
and same –sex couples violence and also why some men beat and rape women when others 
do not, even though all men are exposed to cultural messages that place men in a position of 
superiority and grant them power to control women 
97
. 
2.3.4 Cultural theories of the cause of IPV 
Culture defines the spaces within which power is expressed, where gender relations are 
negotiated and gender roles re-defined.  Cultural contexts are critical to the analysis of 
gender-based violence and are always applicable, since everyone has culture.  ‘Culture’ has 
been blamed for the high prevalence of IPV  in Africa, because of traditional customs and 
norms that support male dominance 
82
.  In this theory, culture is directly linked to widespread 
attitudes that support wife battering based on transgressing these gender norms.  Other 
indirect explanations involve unequal power within intimate relationships, the impact of 
polygamy and dowry, double standards regarding male and female sexual behaviours, 
disputes over men’s failure to meet traditional economic obligations and the women’s failure 
to fulfil traditional wifely roles 
82
.  Cultural explanations may only provide an explanation of 
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variations in how violence is perceived and responded to among different ethnic groups 
97
.   
However, the theory is contested on the grounds that culture is dynamic, African societies are 
diverse and that multiple interpretations of tradition exist 
82
.  There is thus a need for 
differentiating between cultural and patriarchal traditions 
90
.  Cultural explanations may be 
used to excuse individual for taking responsibility for their actions 
98
.  There is also a danger 
or cultural chauvinism in this theory; in that cultural explanations for violence may inherently 
assume that non-Western cultures are inferior to Western cultures. 
2.3.5 ‘Culture of violence’ theory of the cause of IPV 
The high prevalence of domestic violence and violence against women in modern Africa has 
also been partly attributed to the harsh treatment Africans received from their colonial 
masters.  This is particularly illustrated by post -apartheid South Africa where rates of IPV 
and rape are high.  The repressive culture has been maintained through continued civil wars 
82
.   Gerladine Maone (1966) observes that the systems of oppression and domination that 
colonisers used are identical to the strategies men use to have dominion over women. 
Colonisers used all forms of violence against the colonised including exploitation of 
economic resources, which has been compared to men’s current control of global economic 
resources 
98
.  In addition, it is argued that that patriarchy and colonization are closely linked 
and it is this connection that keeps the structures of gender violence so well entrenched
98
.   
However, this understanding has been contested on the basis that it may rationalise men’s 
violence and absolve them of responsibility for their own actions by pushing the blame on the 
colonisers.   
2.3.6 The socio-ecological theory of the causes of IPV 
Formulated in 1977 by Bronfenbrenner, ‘ecological theory’ was first applied by Heise to 
explain the causes IPV in 1998 
99
, with the aim of integrating individual with social-cultural 
theories of the causes of IPV, showing how a range of influences and contextual factors help 
to shape individual behaviour 
99, 100
.  The framework has since been revised to accommodate 
current evidence on the causes of IPV originating from both high and low income countries.  
The previous framework was limited in that it was mostly based on evidence from High 
income countries and limited ethnographic studies from low income countries.  The 
advantage of the theory is that it can help to identify consequences and treatment options as 
well as causes.  It also protects against oversimplified explanation  
101
.   
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The ecological perspective views IPV as a multifaceted problem emanating from an 
intersection of various factors at individual, interpersonal, community and society levels
97, 101, 
102
.  The ecological model consists of 4 concentric circles (see figure 2.2).  The most inner 
circle represents the individual factors.  These are personal history factors that each 
individual brings to his or her own behaviour and relationships, including biological factors, 
demographic factors, low educational attainment, substance use and prior history of abuse.  
The next cycle, the interpersonal cycle represents the immediate context in which abuse takes 
place frequently i.e. family or other intimate or acquaintance relationships.  The third level, 
the community level known as meso level by Bronfenbrenner, encompasses the 
characteristics of institutions and social structures, both formal and informal such as work 
and neighbourhood that influence victimisation and perpetration of violence.  Finally, the 
macro system which looks at larger society issues that influence rates of violence.  These 
include cultural norms that support violence as a means of conflict resolution and policies and 
laws including health, economic, educational and social policy 
99
. This level informs and 
structure organisation of behaviour at the lower levels of the social ecology.  
The revised framework has been colour coded to illustrate the strength of evidence linking 
particular factors to IPV.  The blue colour represents strong evidence while green is moderate 
and pink is weak evidence.  The framework has also been revised to include specific circles 
on male partner and women, their relationship, and within this the conflict arena and IPV (see 
figure 2.2).  Heise states that any effort to prevent partner violence is based on an implicit 
theory of what leads particular men to abuse their partners.  This type of framework sets up a 
basis for a risk-theory of IPV, thus the following section 2.4 examines closely the risk factors 
for IPV. 
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Figure 2.2: the revised conceptual framework for partner violence   
 
 
2.3.7. Summary 
This section has presented but not exhausted various theories that explain the origins or 
causes of violence.  The section has looked at models that focus on individual factors (e.g. 
life course), structural inequalities (feminist perspectives, cultural and culture of violence), 
and those that have applied multifaceted layers to analyse IPV causes (ecological models).  
Although the above theories differ in their focus with regard to the underlying causes of IPV, 
some aspects of the causes of violence are shared by all.  These include: the multifaceted and 
42 
 
complex nature of the problem of IPV; the life course aspect of IPV (that is, the role of 
childhood trauma); and the role of society in creating and maintaining IPV.   Considering the 
complex nature of IPV, I argue for an integrated or ecological theory for this thesis.  For 
details on how the ecological framework has informed this thesis see (chapters 4.1 and 8.1).  
2.4. The web of risk factors for IPV  
This section presents the risk factors for IPV.  Jewkes conceptualises IPV as caused by a web 
of risk factors comprised of interconnecting and overlapping components that interact to 
produce IPV.  She observes that IPV is increased in settings where the use of violence is 
normal, and in these settings, sanctions against abusers are often also low 
23
.  The following 
sections review the evidence for major risk factors identified by Morrison, focusing on those 
that were found to be prominent in the literature from Africa at each level of the ecological 
framework as summarised in table 2.2 below 
103
.  Additional triggers or risk factors such as 
pregnancy and family planning are added based on evidence coming from studies conducted 
in Africa.  Young age too has been cited in many studies. 
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Table 2.2: Risk and Protective Factors for IPV (based on ecological framework) 
Individual level
a
 Relationship level
b
 Community level
c
 Societal level
d
 
Socialization and learning 
Witnessing 
intimate partner 
violence as a child 
(+)
e
 
 
High neighbourhood 
crime rate (+) 
Cultural norms that support 
violence as an accepted way 
to resolve conflicts or to 
punish transgressions (+) 
Suffering abuse as 
a child (+) 
Association with gang 
members, delinquent, or 
patriarchal peers (+) 
Absent or maladaptive 
teaching of alternatives 
to violence (+) 
 
Power relations and patriarchal gender norms 
Absent or rejecting 
father (+) 
Male control of household 
decision making and 
wealth (+) 
 
Norms that support male 
dominance over women and 
that require women's 
obedience and sexual 
availability (+) 
 
Controlling behaviour by 
the husband (+)   
 
Multiple partners or wives 
for the husband; number of 
unions for the woman (+) 
 
Policies and laws that 
discriminate against women 
in social, economic, and 
political spheres 
 
Differences in spousal age 
and education (+)   
Human capital and employment 
Female education 
level (–) 
Economic hardship (+) 
Lack of economic 
opportunities for men 
(+) 
 
Male education 
level (–)   
Access and control over 
economic resources for 
women (+/–) 
Women engaged in 
income generation 
activities (+/–) 
   
Life cycle 
Age of woman (–) Length of relationship (–) 
  
Triggers 
HIV status of man 
or woman (+) 
Male alcohol and substance 
abuse (+)   
 
Key: + indicates a risk factor; – indicates a protective factor; +/– indicates an ambiguous factor.  
 
2.4.1 Individual level 
Major factors emerging as significant at the individual level are: age, witnessing IPV as a 
child, experiencing childhood physical abuse, pregnancy, and issues around HIV status and 
use of Family Planning. .   
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2.4.1.1 Age 
In a study analysing data from the multi-country study  on Domestic Violence and Health 
younger age of women was strongly associated with increased risk of past year IPV in all 
sites (significant in 12).  A similar pattern was seen in bivariate analysis for partner's age.  
Older age of the woman was often associated with increased risk of IPV, but in only three out 
of fifteen sites was older age of the partner associated with increased risk of IPV 
104
.   
2.4.1.2 Witnessing IPV as a child and or experiencing childhood physical abuse  
Studies from various settings in Africa have found a strong association between history of 
witnessing parental violence and experiencing physical abuse during childhood with 
perpetration of in adult life 
23, 105-110
, and IPV victimisation among women 
109, 111
.  There is 
also evidence suggesting that women with history of witnessing parental violence exhibit 
strong attitudes supporting use of violence in intimate  relationships 
109
.   
2.4.1.3 HIV and IPV linkages  
HIV prevalence rates among women are consistently high throughout the world, but the rates 
of IPV among HIV positive women in Africa pose a unique challenge 
112
.  African HIV-
positive women have consistently reported high rates of IPV victimisation
71, 113-118
.  HIV 
testing has also been reported to be a trigger for IPV
88
.  The relationship between HIV and 
GBV is complex (see Figure2.3).  Violence increases women's risk through forced or 
coercive sexual intercourse with an infected partner.   Forced sex can lead to trauma to the 
vaginal wall that can increase the likelihood of transmission 
119
.  The threat of violence in a 
relationship can influence women’s power and their ability to negotiate the conditions of 
sexual intercourse; this can include the frequency of sex 
119
 as well as condom use 
120
.   
Men who are abusive to their partners are more likely to report both premarital and 
extramarital sex partners, to have experienced STI symptoms or received an STI diagnosis in 
the past year and somewhat less likely to disclose infection status to wives than their non-
abusive counterparts 
121
.  They are also more likely to be HIV positive 
122
, to impose risky 
sexual practices on partners 
110, 118, 123-126
, and to anticipate a negative reaction if diagnosed 
HIV positive (e.g. spread the virus intentionally, sleep with a virgin) compared to the non-
abusive men  
26
. 
Gendered inequalities between men and women have long been identified as a key driver in 
the HIV epidemic 
122
.  Women are also exposed to HIV infection at a younger age than their 
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male peers; this is often due to them having older sexual partners 
127
.   Gendered roles and 
relations place women and girls in a socially and economic subordinate position to men and 
boys.  This can lead to women’s economic dependence, which can reduce women’s ability to 
negotiate safer sex putting them at risk of both IPV and HIV and making these co-epidemics.   
In sub-Saharan Africa, notions of masculinity can equate being a man with dominance over 
women as well as sexual conquest and risk-taking
128
.  This behaviour has been associated 
with less condom use, more sexually transmitted infections, more sexual partners as well as 
increased frequency of sex, more abuse of alcohol, more transactional sex and higher rates of 
IPV 
122
 
 
Figure 2.3 Pathways through which GBV and gender relationship power inequity might 
place women at risk of HIV infection
122
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2.4.1.4 Family Planning and IPV 
The association between IPV and family planning has been examined in several studies in 
sub Saharan Africa.  These have focused on the relationship between domestic violence and 
use or non-use and unmet need of family planning methods.  IPV may interfere with 
women’s use of family planning methods although the direction of this association is not 
fully understood due to reliance on cross sectional studies and inconsistent results
129, 130
.  For 
example, DHS data in six sub-Sahara African countries (Cameroon, Kenya, Malawi, Rwanda, 
Uganda and Zimbabwe) showed greater and more frequent use of modern contraception 
among women with history of both physical and sexual violence.  The researchers concluded 
that women who experience violence may be motivated to use contraception to prevent 
pregnancy or else protect themselves against contracting HIV/AIDS and other sexually 
transmitted infections 
70
.   
 
 On the contrary, wife beating was associated with low contraceptive use prevalence rates in 
Egypt.  The rates were even lower for women who experienced three or more beatings during 
the past year 
131
. Echoing these findings a Nigerian study found low prevalence rates of 
modern contraception use among women who experienced or were threatened with violence 
at one point in their past 
132
.  However, an earlier study that examined the relationship 
between unmet need for contraception and violence against women in six different locations 
(three rural and three urban) in South western Nigeria in 2004 did not find domestic violence 
to be a strong factor influencing contraceptive use and unmet need for family planning 
133
.   
 
Another Nigerian study demonstrated that many men have less supportive attitudes towards 
use of family planning methods.  About  80% of men interviewed felt that they  would be 
embarrassed, annoyed, and somehow be indifferent and dissociate themselves  with any 
complications arising from the use of contraception if they found out that their spouse 
secretly used contraceptives, although wife beating was considered the worst response 
134
.  
Clandestine use of contraception is associated with men’s disapproval and violence.  Wide 
spread use of contraception was interpreted as a sign of rebellion or marital unfaithfulness, 
and as such some men resort to violence on mere suspicion that women are using 
contraceptives.  Other men think that contraceptives cause diseases or infertility, or make 
women become more interested in sex, so they beat women who use them 
49
.  
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2.4.1.5 Pregnancy and IPV 
Pregnancy does not stop IPV
135
 and sometimes it can be a period of increased risk for 
intimate partner violence 
46
.  The multi-country study on women’s health and domestic 
violence found prevalence rates of domestic violence in pregnancy of 1%-28%.  The 
prevalence rates in many study sites ranged from 4%-9% 
136
 (see Figure 2.4). A meta-analysis 
of 13 African studies on IPV during pregnancy 
46
,  and on 19 DHS data 
137
 found IPV 
prevalence rates that  ranged from 2% to 57%,  with Africa showing one of the highest 
prevalence rates of IPV during pregnancy globally 
46
.   
Battering may predate, begin and /or escalate in frequency or severity during pregnancy
138-140
.  
The multi-country study reported above found that many women had prior history of IPV but 
in three of the ten study sites, about 50% of the women had experienced violence for the first 
time during pregnancy 
136
.  However, three Nigerian studies found higher IPV prevalence 
rates predating pregnancy than during pregnancy, contradicting the WHO findings 
56, 138, 139
, 
and the lowest levels of IPV were reported during the post-partum period 
56
.  Pregnant 
women report more psychological/emotional violence than other forms of violence 
52, 53, 141
.  
These experiences may vary by stage of pregnancy.  An urban Nigerian study found that 
physical violence was common in the first trimester than the other trimesters while sexual 
violence was more common in the third trimester.  
Risk factors among pregnant women for increased IPV during pregnancy include: young age, 
low socio-economic status, alcohol and drug use, sexual risk taking behaviours, cultural 
factors pertaining to pregnancy and HIV-positive status 
46
.  High levels of IPV among 
pregnant women have been linked to increased provider initiated antenatal HIV testing 
46
. 
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Figure 2.4 The prevalence of physical domestic violence in pregnancy: findings from the 
WHO multi-country study on women’s health and domestic violence against women, 
adapted from 
135
.  
   
2.4.2. Interpersonal level 
The major factors emerging at the interpersonal level were: relative educational status, 
alcohol abuse, decision making imbalances, extramarital affairs and age differences within a 
couple. 
2.4.2.1 Relative educational status  
The relationship between IPV and education status is rather complex and studies have yielded 
inconsistent results with regards to the role of education as a risk or a protective factor.  A 
qualitative study in Ghana found that higher levels education did not protect women from 
partner abuse 
142
.  These findings were echoed by Egyptian  and Cameroonian studies 
24, 143
.  
However, other studies found relatively low levels of abuse among highly educated women 
107, 144-148
, but high perpetration of violence among men with low education 
149, 150
.  Lower 
rates of IPV were found only when both men and women had high education status 
23, 24
.   
Some studies have shown that the woman‘s education is only effective in protecting her from 
certain forms of IPV.  For example, Akmatov found woman’s education independently 
protected her from physical violence 
24
. 
49 
 
Researchers who have found education to be a protective factor against IPV have 
hypothesised that women with secondary education or higher education may have a wider 
opportunity of choosing men that are less likely to be abusive, and that education may 
improve negotiating power if the man and the woman have similar levels of education 
150
.  
Others associate education with increased career and employment options and ability to exit 
an abusive relationship 
151
, as well as increased ability to access information and use 
available resources 
152
.   Some studies have found that the relationship between education and 
violence is U shaped, offering protection at the lowest and the highest levels 
145, 152, 153
.  These 
studies have also concluded that the role of education is context specific with it acting as risk 
factor in more conservative settings 
145
, leading to calls for greater gender equality in 
education opportunities 
24, 150
.  
2.4.2.2 Alcohol abuse  
Alcohol consumption is associated with increased risk of all forms of interpersonal violence 
including IPV 
23
.   IPV has been found to be more frequent when both partners are involved 
in alcohol  abuse 
154
, when alcohol is consumed before sex 
145, 146, 155, 156
; and problem alcohol 
use results in  severe forms of IPV 
54, 157-160
.  There seem to be both biological and 
sociological reasons for this.  Medical, biological, and psychoanalytic fields associate dis-
inhibins such as alcohol with impaired judgement
161, 162
.  However,  the same could be a 
learned behaviour
23
.  Heavy drinking may be used as a resource to assert power and control 
in the intimate relationship.  This may particularly be true among men who are concerned 
with demonstrating their masculinity and  may try to accomplish this symbolically by 
drunkenness, by dominance over women, and by the exertion of physical force on others 
163
.  
Alcohol use may also lead to household neglect, thus creating marital or relationship tension 
and consequent  violence 
54
.  
2.4.2.3 Decision-making imbalance 
Imbalance of power among the members of the family including between the couple has been 
associated with increased relationship violence 
92
.  In a South African study among 4,948 
currently married or partnered women, aged between 15-49 years found that economic 
dependency increased the chance for abuse in the female partner.  In addition, male-
dominated and female-dominated families both had a higher frequency of violence and a 
higher likelihood of more severe wife beating  
164
.  Similarly, a Ghanaian study found that 
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families that made decisions together were less likely  to report having experienced violence 
than those with unequal decision making powers 
165
. 
2.4.2.4 Extra marital relationships 
Intimate partner violence has also frequently been associated with multiple sexual partners.  
In study that explored the perpetration of sexual violence in intimate relationships among 
men in South Africa  found that men who had more than one current partner were likely to 
perpetrate sexual violence against their intimate partner
110
.  Similarly a study among low 
income families in Kisumu, Kenya found that about 68% of their study participants reported 
that assaults resulted from disagreements over extramarital marital affairs 
166
.  Multiple 
sexual partners were a consistent risk factor for IPV in multinational study that involved eight 
southern African countries.  History of having two or more partners in the last 12 months was 
strongly  associated  with partner physical violence 
26
.  
2.4.2.5 Spousal age differences 
There have been contradictory findings on spousal age differences as a risk factor for IPV.  
Several studies in the African continent have documented that age differences between the 
couple is a risk factor for IPV.  Differences in spousal age have been interpreted as increasing 
the risk for IPV through power imbalance in the couple
24, 55, 103, 139, 167-169
.  In contrast, 
analysis of data from the multi-country study of the World Report on Domestic Violence and 
Health found that associations between IPV and an age-gap of at least 5 years between the 
woman and her partner were weak in most settings and the direction of the effect was context 
dependent.   Weak associations were also seen in the other direction for age-gaps favouring 
either the woman or her partner 
104
. 
2.4.3. Community level 
The major factors emerging at the community level from African studies appear to be 
attitudes towards IPV and locality. 
2.4.3.1 Attitudes towards IPV 
Significant proportions of men and women in sub-Saharan Africa accept IPV as justifiable 
punishment in certain circumstances and within certain boundaries of severity and the social 
cost of physical violence to the perpetrator is low so long as boundaries are not crossed 
170
.   
For example wife beating may be accepted if the wife disobeys her husband, commits 
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adultery, refuse sex with her husband, fails to care for children or burns food 
170-177
.  This 
tolerance may result from families or communities emphasising the importance of 
maintaining the male-female union at all costs, police trivialising reports of domestic strife, 
or lack of legislation to protect women 
23
.   
Although attitudes supporting use of violence appear to be universal in sub- Saharan Africa, 
levels of acceptance of wife beating among women vary within and across countries 
177, 178
; 
and between  men and women
109, 170, 176, 177
.  For example, a review that assessed levels  of  
acceptance of wife beating among women using  data from  67 DHS (1995-2007) from 48 
countries revealed a large range of prevalence rates from 10%-90% 
178
; but the reasons for 
this range are not identified.  Furthermore, in most of the sub-Saharan African countries 
where IPVAW is widely accepted as a response to women's transgressing gender norms, men 
find less justification for the practice than do women 
109, 170, 174, 179-181
.  Positive attitudes 
towards IPV are associated with both perpetration in the male and victimisation in the female.   
A study among men in Cape Town, South Africa found that men who reported perpetrating 
violence against a partner in the past 10 years held positive attitudes towards wife beating
182
.   
Similarly, women who approved of wife beating in one or more circumstances were 
significantly more likely to be victimised than women who reported no history of IPV
109
.   
2.4.3.2 Locality 
Some studies have found that community-level factors such as living in communities where 
violence is more tolerated, gender inequality and patriarchal ideologies persists and where 
there is generally widespread use of violence with increased reports of IPV experiences
23
.  
Using data from ten countries, Hindin and colleagues found that, in Kenya, Malawi, and 
Zimbabwe those reporting IPV live in communities where proportionally more women and 
men agree with one or more justifications for wife beating
183
.   Similarly The widespread of 
violence in the Niger delta was  correlated with attitudes for and  domestic violence among 
women in that region 
184
.  In South Africa, participating in community violence or fights at 
work place was highly associated with perpetrating violence in the home 
110
.   
2.4.4 Summary 
This section has discussed the evidence for a range of risk factors for IPV that are particularly 
relevant in the Malawian context, Some factors, such as alcohol use, witnessing violence as a 
child, and supportive attitudes to IPV, appear to consistently increase the risk of IPV across 
52 
 
many contexts. The relationship between IPV and some other important factors such as 
education, pregnancy, family planning use and HIV status is more complex and the evidence 
suggests that their roles as protective or risk factors may be more context-specific.  Context is 
also critical in shaping the responses of victims or survivors, the resources available to them 
and the environments in which they cope with abuse (Lindhorst et al 2008).  The next section 
examines how survivors respond to IPV by examining the help seeking options and their 
coping mechanisms.   
2.5 Help-seeking options and coping strategies by IPV survivors 
IPV causes  a great deal of psychological distress for its survivors 
185
, including not only the 
stress of discrete battering incidents, but also the strain of anticipating future battering 
186
.  
The strategies that people use to minimise stress are called coping strategies 
187
.  People cope 
with stress in two major ways: 1) ‘problem-focused’ or ‘active’ coping and 2) ‘emotion-
focused’ or ‘avoidant-oriented’ coping 188.  These are differentiated by the effect of the action 
taken to overcome stress 
188
.  In the case of abused women, ‘problem-focused’ coping might 
be talking to an abusive partner the day after a violent incident in the hopes of preventing 
such abuse in the future or calling the police.   Examples of ‘emotion-focused’ coping might 
be engaging in physical exercise when worried about the possibility of an assault or talking to 
a friend about how frightened one is 
189
.   
2.5.1 Coping with IPV 
A literature review on coping strategies among abused women found that abused women use 
a variety of coping strategies 
185
.   One of the coping mechanisms women often use when 
faced with domestic violence is endurance.  Endurance signifies commitment to the 
relationship despite on-going abuse and sometimes it may mean surviving in the present 
190
.  
In a descriptive quantitative study among 184 maternity patients in Namibia women 
explained that they endured abusive relationships for the benefit of their children, lack of 
ownership of resources and for religious reasons.  The study also found that religious coping 
strategies varied between ethnic groups 
48
.  A Ugandan study identified four key coping 
strategies commonly used among adolescent pregnant women they interviewed as: 1) 
Minimizing damage: minimizing the impact or severity of violence; 2) Withdrawal: leaving 
the relationship, social withdrawal or resignation to fate; 3) Retaliation (revenge and fighting 
back); and 4) Seeking help or social support.   
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Women who used the first two strategies - minimising damage and withdrawal - employed 
emotion-focused strategies whilst the last two strategies could be described as problem-
focused approaches 
191
.  Use of emotion-focused strategies was associated with low self- 
esteem, hopelessness, and alcohol abuse 
191
, and studies involving adolescent women have 
found greater reliance on emotion-focused approaches 
47, 191, 192
.  Although survivors  in the 
above studies tended to rely on emotional focused coping and sometimes used both , studies 
have tended to emphasise problem-focused approaches 
192
.  The next section focuses on one 
of the problem focused strategies - help seeking – which it is particularly important to 
understand to develop health sector responses.  
2.5.2 Help seeking for IPV  
Studies in various settings globally indicate that many survivors of IPV rely on informal 
sources of support (people within the victim’s social network, including family, friends, 
neighbours or colleagues) in the help-seeking process for IPV
193-199
.  A population-based 
study in Serbia found that 52.5% of women who experienced IPV disclosed abuse to friends 
or family 
197
, whilst an Australian study found that  75% sought informal help 
194
, and in 
Botswana 51% reported IPV to relatives 
198
.    
Chatzifotiou explains that the process of disclosing violence and help seeking often 
progresses slowly from friendly talk, to consciously seeking help and recognising that they do 
not deserve violence 
199
.   Once the process of disclosure has started , survivors  may no 
longer be able to conceal or normalize the actions of their violent partners  
195
.   Seeking 
informal help then often represents the first step in the help-seeking process and the outcome, 
including a victim’s own perceptions about the responses of others can shape  subsequent 
help-seeking decisions 
193
.  Many survivors would approach formal sources only after the 
informal sources have been consulted and / or are not forth coming 
194, 200
.  However, positive 
reactions of family and friends may result in more formal or professional help-seeking 
decisions, including the utilisation of law enforcement, counsellors, crisis accommodation 
and financial support 
185, 193
.   Liang Liang, Goodman, Tummala-Narra, and Weintraub 
describe a decision-making model wherein women go through three stages: (a) defining the 
problem; (b) deciding to seek help; and (c) selecting a source of support.  This is influenced 
by individual, interpersonal, and socio-cultural factors at each stage
201
.  This process may 
take a very long time leading to delay in seeking help even from informal sources 
199
.   
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These findings are supported by other studies
190, 202, 203
.  Shame, shaming the family and 
embarrassment are some of the commonest factors interfering with disclosure of violence
201, 
204, 205
.   Barriers to seeking help from health services include: lack of a conducive 
environment for disclosure because of lack of privacy; inappropriateness’ of the responses 
from the health care professionals 
201
;  and time constraints for providers 
205-207
.  There 
seemed to be fewer resources for support for sexual abuse regardless of who the perpetrator 
or form of abuse was.  Narratives from married female adolescents in Uganda indicated that 
they got very little support or were reprimanded if they complained about forced sex from a 
husband, since sex is “an obligation in marriage”.   Even those that experienced non-partner 
sexual abuse felt that secrecy or silence was more advantageous than disclosing to sexual 
abuse or coercion 
47
.  A study that explored examined the links between use of family 
planning and violence found that women cope by hiding evidence of family planning and do 
not feel able to report violence for fear of ending the marriage 
49
.   
Gracia uses the metaphor of the tip of an iceberg to illustrate the extent of underreporting in 
IPV
208
.  According to this metaphor, most of the cases are submerged and invisible to society.   
She observes that although some studies have analysed factors that motivate or inhibit 
women affected by domestic violence to report it, what we need to know is whether or not all 
those unreported cases are really invisible in the social environment surrounding the victims 
(friends, family, neighbours, social services, public health sector).   She questions whether the 
submerged part of the iceberg a matter of ignorance (nobody knows, sees, or hears), or is a 
matter of social silence and inhibition (people know, but choose not to tell or help) 
208
.   
2.6 Health consequences of IPV 
IPV is a significant public health problem, associated with myriad health conditions 
209, 210
, 
often with long- term as well as immediate effects 
210
.  Evidence suggests that violence also 
increases the risk of poor mental, maternal and child health while also impeding economic 
and social development
4, 211
.   It has been estimated that rape and domestic violence account 
for 5 % of the healthy years of life lost to women of reproductive age in developing countries.  
At a global level the health burden from gender-based victimization among women age 15 to 
44 is comparable to that posed by other risk factors and diseases already high on the world 
agenda, including HIV, tuberculosis, sepsis during childbirth, cancer, and cardiovascular 
disease 
212
.  Violence may be more appropriately conceptualized as a risk factor (determinant)  
for health problems than as a health condition in itself 
103
. 
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2.6.1 Physical health consequences of IPV 
IPV may result in a significant amount of traumatic injuries.  A study involving 8051 medical 
chart reviews, in 2 emergency departments in New Zealand discovered that women who 
reported DV- related injuries were different from those who reported unintentional injuries in 
relation to the nature, anatomic site of injury, and follow up treatment for injuries.  The study 
found that 9% had history of assault mostly by their partner or former partners.  These 
women were three times more likely to present with contusions or ill-defined signs and 
symptoms (e.g. painful limb) than their counterparts, and twice as likely to present with 
internal injuries, fractures to the head, spine or trunk or open wounds, but less likely to than 
those with unintentional injuries to present with open limb fracture, sprains, strains or 
musculoskeletal injuries.  Women presenting with assault-related injuries were almost 13 
times more likely to have sustained injuries to the head than were women presenting for 
treatment of unintentional injuries.  Women presenting for treatment of assault were less 
likely than those with unintentional injuries to present with injuries to the lower back, hip, 
thigh, knee, lower leg, foot, elbow, hand, or forearm 
213
. 
A review of the 2008 Nigerian DHS data revealed that women who experience IPV suffer 
frequently from sprains, dislocations or minor burns, and less frequently  from wounds, 
broken bones, broken teeth or other serious conditions, and severe burns 
214
.  Although 
violence can result in such direct physical injuries, it is a has become increasingly clear that 
injuries represent only the tip of the iceberg of negative health effects 
103
.  An Australian 
study estimated the health risk of IPV using the burden of disease methodology and found 
that IPV accounted for 2.9% of the total burden of disease and injury for women of all ages in 
the state of Victoria, but for ages 18-44 years it accounted for 7.9% 
215
. 
Gynaecological problems constitute the largest physical health consequences for IPV, 
including sexually transmitted infections, vaginal bleeding or infections, fibroids, decreased 
sexual desire, genital irritation, painful intercourse, chronic pelvic pain, and urinary tract 
infections 
39
.  Recent studies suggest that IPV, particularly sexual violence is associated with 
increased gynaecological visits and gynaecological surgical interventions 
216
, termination of 
pregnancy or induced abortion
59
, sexually transmitted infections 
217
, increase clandestine use 
of contraception among women 
49
 and urinary incontinence and  fistula 
218
.  The causal 
connections however, could only be speculative due to the cross sectional nature of the 
studies.   
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2.6.2 Health consequences of IPV among HIV-positive people 
Violence within a relationship may  mean women are less likely to access HIV testing and 
treatment services because of the fear of disclosing their sero-status to their partner 
219
.  
Further, women who have experienced violence (including sexual abuse in childhood) have 
more risky sex 
112, 220
, including having more sexual partners, older partners, engaging in 
transactional sex and sex work 
122
.  IPV also impacts on the prevention of mother-to-child 
HIV transmission.   Perceived risk of or existing violence may influence disclosure or partner 
notification by HIV-positive women 
221
.  It may be a barrier for behavioural modifications 
after knowing one’s sero-status, including barrier methods and breast feeding practices, 
especially where there is poor couple communication and negotiation 
222
.   
2.6.3 Health consequences of IPV in pregnancy 
There is a substantial body of literature demonstrating negative health outcomes for women 
experiencing IPV during pregnancy see figure 2.5.  IPV directly and indirectly affects the 
mortality and morbidity of both infant and mother 
223
.  In addition to the negative impact of 
IPV on women's health generally, specific physical health outcomes for mothers who 
experience IPV during pregnancy include complications from physical assaults on the 
pregnant abdomen 
224
.  History of physical, sexual and psychological abuse may result in 
higher risk of unintended pregnancy 
59
, low birth weight 
59, 225, 226
, greater utilization of health 
care services 
225
,  ante-partum hospitalization 
59, 225, 226
 induced abortion 
59, 227
, premature 
labour 
225, 226
, late entrance into care 
225
, and pre-natal substance use 
225
.   Spousal emotional 
violence is highly associated with recurrent fetal loss 
130, 227
.   
 However, the role of mediating factors in poor foetal outcomes such as substance use, 
maternal stress and presence of other sexually transmitted infections have been 
acknowledged 
228
.  A comparative study seeking to explore the association between IPV and 
premature s labour did not find IPV to be an independent factor but one of a range of lifestyle 
behaviours such as smoking, alcohol intake and high rates of syphilis among study 
participants
229
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Figure 2.5 Outcomes of IPV during pregnancy documented by the WHO multi-country 
study on women’s health and domestic violence against women, adapted  135  
  
2.6.4 IPV and mental health consequences 
IPV is associated with various mental health problems 
168, 230
.  The association between IPV 
and poor mental health outcomes has been documented in many international and regional 
studies with statistical significance in many of the cases.   For example, the multi-country 
women’s health and domestic violence study found that IPV and poor mental outcomes were 
statistically significant in all ten study sites 
231
.  The commonest mental health consequences 
of IPV include: depression 
232-234
, post traumatic disorder syndrome, anxiety, self-harm and 
sleep disorders 
235
,emotional distress
234
, suicidal thoughts and attempts 
234
, and history of 
memory loss 
236
.  Seers and Toye  found in Victoria, Australia that poor mental health and 
substance abuse contributed to 73% and 22% respectively of the disease burden attributed to 
IPV 
215
.   
2.6.5 IPV and Homicide 
Death from intimate partner has rarely been investigated in most parts of the sub Saharan 
region.   However, some countries like South Africa and Ghana have tried to retrospectively 
document these lethal consequences of IPV.  In South Africa, for example, the overall 
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prevalence rate of femicide was 24.7% per 100,000.   Of the women dying from IPV, 
52.1%were killed by cohabiting partners, 27.9% by husbands, and 18.5% by non-cohabiting 
boyfriends and 31.6% had a known history of IPV 
66
.  Killing spouses was more common in 
Ghana among poor and working class victims and assailants 
67
.    
2.7 IPV as a health care problem 
Despite the massive health consequences of IPV, its recognition as a public health policy 
issue is recent and may date back to some 30 years ago when for the first time in the US, the 
Surgeon’s general report identified the control of violence among the 15 health priority issues 
following increased number of homicide and suicide cases among young African 
Americans
237
.  Until then concerns about violence against women were exclusively in the 
hands of criminology, sociology, psychology or psychiatry 
238
.  Violence received a boost to 
its status as a public health issue in 1996, when the World Health Assembly (WHA) declared 
it a leading public health problem through the leadership of the WHO.  The meeting 
requested WHO to document the burden of violence, assess the effectiveness of programmes 
with particular attention to women and children and promote public health activities to tackle 
the problem internationally and nationally 
237
.   Subsequently, the WHO established the 
Violence and injury prevention office in 2000, published  the World health  report on 
violence in 2002
237
, and the WHO multi-country study on women’s health and domestic 
violence in 2005 
136
.   
2.7.1 Efforts to strengthen health care response  
Efforts to strengthen health service responses to IPV, especially violence against women, 
have been concentrated in the industrialised countries 
103
 and especially in the USA 
6
.  
However, here has been a growing awareness in the health sector in low and middle income 
countries of the need to improve their response to cases of violence that they encounter, and 
to help identify women experiencing violence and refer them to specialized services 
239
.   
2.7.1.1 Violence prevention 
There has been growing awareness of the need for health providers to improve their response 
to cases of violence that they encounter, and to help identify women experiencing violence 
and refer them to specialized services 
7
; not only because of the massive health consequences 
of IPV and the significant contribution that public health workers can make in reducing the 
consequences of IPV 
240
, but also because of the importance of making prevention core to all 
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efforts against violence 
241
.  Underlying this approach is the belief that violence can be 
prevented 
4
.  The WHO adopted the Public Health Approach framework  which  aims at 
stopping violence before it happens or attacking it upstream to reduce the health burden of 
violence in the long term 
12
.   
Wolfe and Jaffe (1999) describe public health interventions as those that act “along a 
continuum of possible harm: (1) primary prevention to reduce the incidence of the problem 
before it occurs, (2) secondary prevention to decrease the prevalence after early signs of the 
problem, and (3) tertiary prevention to intervene once the problem is already clearly evident 
and causing harm”.  Examples of primary prevention programmes are school based dating 
violence programmes; these programmes aim to reduce prevalence of psychological problems 
or disorders thus reducing new cases of partner violence.  Examples of primary prevention 
programmes have been  implemented and evaluated in the African context using randomised 
controlled trials 
242
, and on reported IPV prevalence.  The Sisters for Life programme reduced 
IPV by 55% in two years these include the Stepping stones Programme and Sisters for Life 
programme, both  in South Africa
14
.  Both of these interventions were designed to reduce 
HIV prevalence but evaluations showed that both had an impact 
14
.  Secondary interventions 
include identifying and supporting all women who are experiencing violence through 
universal screening, with the goal of breaking the cycle of violence before it escalates 
243
.   
Tertiary prevention strategies are designed to reduce the impact, duration and consequence of 
men’s violence against women, such as ‘batterers programmes’ that aim to prevent further 
abusive behaviour.  Another example of primary prevention comes in the form of 
programmes that aim at fostering empowerment among women and supporting institutions, 
community and government policies that promote healthy relationships between men and 
women and foster a sense of community and appreciation for diversity, and peaceful 
resolution of conflict The Health care sector can perform a primary prevention or health 
promotion role in conjunction with other agencies, and function in by integrating health 
messages on IPV in their routine health promotion messages, promoting positive parenting 
and fathering, and engaging the youth in youth health friendly services 
244
.  Harvey stresses 
that the choice is not between primary prevention and interventions to assist survivors 
13
.  
However, in recent years emphasis is being placed on primary prevention because it is an 
area of violence prevention that has received little attention 
13, 245
, and a lack of recognition of 
violence prevention as important public health priority and a legitimate public health activity 
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in most ministries of health serves as a major challenge for advancing the violence prevention 
agenda in the health sector 
4
.   
2.7.1.2 IPV screening debates 
The first step in the health sector response to IPV is to identify IPV survivors.   Screening is 
one option for identifying survivors that has been debated extensively.   Some medical 
professional bodies  in the US  American Medical Association(AMA) recommend screening 
for IPV in the health sector 
246
.   Screening in health care settings means actively seeking to 
identify a disease or pre-disease condition in individuals who are presumed or presume 
themselves to be healthy.  It requires routine use of specific tests, standardized questions, or 
exam procedures 
247
.  However, the U.S. Preventive Services Task Force (USPSTF) and the 
Canadian preventive task force do not recommend universal screening of adult women for 
IPV due to lack of evidence for or against screening 
248-250
, making universal screening for 
IPV in medical settings  a controversial topic 
103, 243, 251
.   Opponents of universal screening 
argue that there are no reliable screening tools for IPV to detect the condition early; and thus 
minimise physical, psychological and economic harm 
252
.  Unfortunately in the case of IPV, 
due the complex nature of IPV, there is no gold standard against which tools used to screen 
for IPV can be measured 
253
.  The Conflict Tactic Scale, which is frequently used in 
measuring interpersonal violence in population-based studies, is unsuitable for use in the 
clinical set up because it is lengthy
251, 254
.    
Other short and valid IPV screening tools in healthcare settings exist
246
.  However, the tools 
are inconsistent in what they measure as abuse 
35
.   For example, the Hurt, Insult, Threaten, 
and Scream( HITS )measures physical violence or threats only, the Women’s Experience 
with Battering ( WEB )does not ask about specific acts of abuse, necessitating further inquiry 
if proper documentation in the medical record is to be made, and the On-going Violence 
Assessment Tool (OVAT ) only targets abuse in the past month 
35
.  Most of the tools also 
have a wide range of sensitivity.  The Partner Violence Screen (PVS) had some of its 
psychometric measures as low as 35% 
246, 254
.   Some studies have recommended use of 
combined measures to overcome inherent weaknesses in screening tools 
255
.   Rabin observes 
that inconsistencies in the way abuse is asked about in different screening tools may 
contribute to lack of evidence for support universal screening for IPV
246
.   Opponents of 
universal screening of IPV suggest that a better approach is to engage in selective
 
screening 
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of women who show signs of abuse, while screening
 
all women in selected services such as 
reproductive health,
 
mental health, and emergency service 
103
.   
Proponents of universal screening cite high prevalence of IPV in both general and specific 
patient populations.  They argue that routine enquiry is an essential component of quality care 
for women in detecting domestic violence, and increases the rate of referrals to community 
resources, resulting in improved quality of life and fewer violence-related injuries 
103, 256
.   
Klevens (2009) argues that asking women with injury is not screening but a diagnostic tests 
as screening targets people without symptoms of the target condition.  Proponents further 
contend that screening only women with symptoms of abuse is tertiary prevention, and may 
result in missed opportunities and introduce disparity in the care provided to clients 
251
.  
Moreover, there is a lack of consistently discernible clinical features for survivors of violence 
and many survivors present with health problems other than injuries 
238
.  They suggest that 
IPV preventions need to move towards primary and secondary prevention 
243
.    
Nonetheless, scepticism also exists regarding the appropriateness of universal screening in 
the developing world.   Some feel that it may not be feasible in most developing
 
economies 
because of the scarcity of resources and time pressures
 
on health personnel and may result in 
more harm than good if providers are unprepared
 
to respond appropriately, if privacy and 
confidentiality cannot
 
be ensured, or if the community does not have adequate referral
 
services 
103
.   
In recent years few sub-Saharan health care services have piloted IPV screening 
interventions.  Research findings show that there is high acceptability for screening for IPV 
both from the health care providers and from women
257-261
.   However, there is a disconnect 
between acceptability and actual implementation and sustainability of screening programmes 
in health services.  A quantitative study that assessed acceptability of IPV screening among 
507 women in Nigeria found that 76% of women viewed IPV screening in the health setting 
as an acceptable intervention but  only 7% of the women were screened by providers, and 
providers concentrated on screening people from certain ethnic tribe and religious grouping 
258
.    
Similarly, a qualitative study that evaluated an intervention that integrated IPV screening into 
VCT services in South Africa found that not all women were screened for IPV during the 
initial phase and counsellors had stopped screening by the end of the year 
257
.   Most of these 
were small-scale academic orientated studies.   However, Kenya is embarking on a national 
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health services IPV screening programme, following a pilot acceptability study at Kenyatta 
hospital.   Lessons learnt from their feasibility study may influence practices in other sub –
Saharan African region 
261
.    
Individual and systemic factors have been blamed for lack of sustainability of IPV screening 
programmes.  Individual provider barriers include: gendered attitudes of health care providers 
259, 262
; social position of the provider in their respective communities 
257
  and gender of the 
provider 
259
.   
System- level barriers include:  
 lack of assessment of personal attributes and attitudes when selecting candidates for 
training 
257, 262
; 
 questionable proficiency in basic skills257, 262; 
 inadequate management and supervision257; 
 provider burnout 257; 
 insufficient financial incentive for providers 257;  
 lack of guidelines259; 
 inadequate rooms259; and 
 inadequate time and heavy workload of providers 259.   
2.7.1.3 Training of health care providers (HCP) 
Training forms one of the components of a comprehensive response to GBV, since healthcare 
providers need to have the skills to both identify and appropriately respond to cases of IPV 
that they encounter 
263
.   
Most of the interventions that have been evaluated in industrialised countries have aimed at 
improving individual provider prevention practices, 
264
.   Most training programmes 
developed in the industrialised countries used didactic methods of teaching for a short period 
of time, usually consisting of single 1-3 hours sessions 
265
, lacked standardized outcomes and 
clinical performance measures 
265
, and were evaluated after a short implementing period and 
recorded limited success  
266
. Garcia-Moreno argues that 1-3 hour short in-service education 
training programmes are unlikely to change health care providers’ attitudes, values and 
prejudices surrounding IPV, which many disregard as a health problem 
267, 268
. She advocates 
for training content that: address issues of power and abuse in HealthCare Providers’ own 
lives, at work, and in society; improves providers’ professional skills; and addresses their 
values and attitudes towards violence against women 
267
. 
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IPV training among health care providers in sub- Saharan African curriculums has been 
limited, and very little research documents the impact of such training. One model program 
for the training of health care workers on GBV in Southern Africa has been tried out in South 
Africa 
263
.  The programme aims to build the capacity of health care providers in 
identification, management and referral of survivors to appropriate services and build 
collaboration partnerships between key stakeholders. An evaluation found that training can 
improve motivation of HCP to work in violence prevention, and improve professional skills 
to deal with violence issues at a personal level. However, systems-level challenges were 
perceived as a major barrier to effective responses 
263
.  Kim and Motsei integrated a gender 
violence training module as part of an on-going reproductive health curriculum in South 
Africa 
269
.  The training was limited to four days and was conducted in phases.   In the first 
phase, providers participated in focus group discussions where their perceptions and attitudes 
towards gender violence were elicited.  The second phase was the intervention phase, which 
aimed to raise self-awareness of gender issues among these professionals in their personal 
capacity as members of the society before turning to their professional role.  The evaluation 
of the programme showed that the programme was successful in raising self-awareness of the 
health care providers, all participants viewed it as a valuable experience, and a turning point, 
whilst some took on projects to deal with issues of violence in their communities and wished 
such a programme was scaled up in all nursing training programmes 
269
. However, the 
authors conclude that more needs to be done to inform the development of appropriate 
training strategies for health care workers, particularly in developing countries 
269
.  
2.7.1.4 System-wide approaches 
To date rigorous evaluation of programmes on the health sector response to IPV are limited 
14, 103, 264
, but programmes in the industrialised world have now expanded beyond approaches 
focused on individual providers to include system wide changes to ensure sustainability of 
the programmes   
103, 264
. This  involves: strengthening policies, protocols, and norms; 
upgrading the infrastructure of clinics to ensure privacy and adequate supplies; training all 
staff, including managers, to respond appropriately to gender-based violence; building 
referral networks; and ensuring that staff are trained to ask women about violence, provide 
emotional support and emergency medical treatment, assess a woman's level of danger, 
provide crisis interventions, document cases, and make referrals 
103
. 
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Unlike interventions in the industrialised world, which started by focusing on individual 
practitioners’ skills, a review of health sector responses to IPV in low and middle income 
countries found that interventions in the developing world has involved service integration of 
IPV service into health services 
7
.  Three models of service integration were identified and 
these include: (i) selective integration (provider-and/or facility-level integration); (ii) 
comprehensive integration; and (iii) systems-level integration (multi-site). The following 
were the notable differences in the models:  (i) selective integration offered limited services 
without external referrals (counselling and group therapy) (ii) in comprehensive integration 
most services were offered at one site e.g. One stop crisis centers, and (iii) systems-level 
integration offered a wide range of basic skills at one site with external referrals to other sites 
7
. The review also identified several potential sites as entry points for integrating IPV services 
into mainstream health provision including: primary health care, the emergency room, family 
planning services, and pediatric and adolescent reproductive health services.  
The majority of the services in existing interventions were linked to reproductive and sexual 
health services, with a few located in the admissions and emergency departments
7
.  
Integrating IPV services into existing reproductive health services especially for IPV against 
women has several advantages considering that women rarely seek health services for 
violence but they frequently come in contact with reproductive health services at some point 
in their reproductive age period
10
.  This is particularly relevant for sub-Saharan Africa where 
DHS data indicate that up to 95% of women receive some sort of antenatal or family planning 
care; creating  a window of opportunity to intervene for IPV given the enormous reproductive 
health burden of IPV in Africa
10
.  However, there is a limited in-depth analysis of the 
potential role of reproductive health care service providers in Sub-Saharan Africa
10
, in 
addition to a lack of serious health care intervention in Africa 
7
.   
2.7.1.5 Legislation, policies and guidelines  
The lack of prioritisation of VAW as a priority issue in national policies is seen a hindrance 
to developing a national response within the health sector 
239
.  However, many countries have 
specific legislation and policies stating the mandate of the health sector in addressing 
violence against women 
103
.  Adopting such policies, even though they often lack specificity, 
is a critical step in sensitizing health providers and program managers to violence as an 
important health issue 
103
.  It has been noted that implementing policies that have  no legal 
backing is difficult 
270
.  Legislation  legitimises the problem 
271
,  and shape how the problem 
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is responded to 
271-273
.  For example, enactment of aggressive domestic violence laws 
(requiring mandatory reporting of IPV and subsequent prosecution) in the US resulted in 
lowered IPV incidence in 5 of the 6 states where the laws were implemented, although fear of 
partner arrest could have mediated.  
 In Malaysia, the passing of the DV bill in 1993 and its enactment into law in 1996 led to a 
coordinated response to issues of violence against women and the birth of One Stop Crisis 
Centres (OSCCs) 
271
.  In contrast, limited and restrictive sexual violence legislation in Kenya 
resulted in a lack of enforcement of some aspects of Health Ministry post-rape policies 
(Kilonzo et al, 2009b).  For example, the Division of Reproductive Health developed a form 
with detailed examination and legal documentation criteria for clinical notes, which could be 
used in court to supplement the inadequate police form (MoH 363/PRC1 form). However, the 
form remained a health sector document and examining clinicians did not always adhere to it, 
because it was not recognised by the law or required in court.  Further, requirements for 
delivery of evidence by a medical doctor, was also problematic, as nurses and clinical officers 
are first-line providers for treatment and care in a context where medical doctors are few, 
especially at decentralised levels 
272
.  Theobald and colleagues noted a lack of policy 
implementation, often termed ‘policy evaporation’ as a major challenge facing gender 
mainstreaming advocates in Africa 
274
.  Poor dissemination could be a contributing factor 
275
 
towards policy evaporation 
276
.  
2.7.1.6 Mandatory reporting of domestic violence in health care settings  
Mandatory reporting of domestic violence by health professionals is one legislative response 
that has been adopted for several decades in a number of states in the United States (US), 
with the intention of improving: survivor identification, safety and care;  collection and 
documentation  of DV data, health care response to DV; and assisting law enforcers to hold 
perpetrators accountable 
277, 278
.  A literature review conducted in 2007 found no data to 
support the view that mandatory reporting laws improve the safety of victims (or the view 
that the laws endanger victims)
279
.  A study among physicians revealed that most physicians 
have mixed perceptions about the importance of legislation that mandates health care 
providers to report DV to police.   On the one hand, the legislation was perceived as a 
potential barrier to care, and as likely to lead to escalation of violence or abuse, violate 
survivor’s confidentiality and rob them of their autonomy in decision making.  On the other 
66 
 
hand, most physicians also agreed that the law improves the collection of useful statistics, the 
prosecution of perpetrators, and physician responsiveness.  
In addition, more than 90% of respondents in each specialty agreed that mandatory reporting 
is necessary under special circumstances such as: children or guns in the home; pregnancy; 
obvious injuries or repeated complaints of partner abuse; or immediate threats to a patient's 
safety 
280
.  A survey that sought perceptions of 1218 women in twelve emergency 
departments in California and Pennsylvania in the US found that a majority of women 
supported mandatory reporting but non-abused women were more likely (70.7%) to support 
mandatory reporting than abused women (55.7%)
281
.  In a different study 81% of the women 
supported the existence of mandatory reporting , but 45% reported that this would place them 
at greater risk for abuse 
282
. 
2.7.1.7 Psychosocial and emotional interventions 
There is some evidence supporting the use of psychological interventions to improve the 
health outcomes of women who disclose violence 
239
.  There is some debate about whether 
this should be provided at the individual, couple, or group level and limited evidence.  
Evidence from Africa on the impact of individual counselling evaluated impact on risk 
factors for IPV but did not explore impacts on IPV itself.  In South Africa six sessions of 
counselling among women seeking IPV services decreased HIV risk when compared to a 
single workshop
283
.  In Namibia brief motivational interviewing was successfully used in 
alcohol reduction programmes, although the impact on IPV was not formally evaluated
284
.   
A review of current available treatments for partner violence in the US, comparing 
counselling provided to the victim, the perpetrator, and the couple who wish to remain 
together, has shown that couple or group counselling is more effective in reducing low-level 
couple violence compared to studies that involved the victim or survivors only 
21
.  However, 
it recommends that a ladder approach to counselling services is used and so that counselling 
is tailored to meet the specific needs of the individual survivors based on their stages.  More 
extreme cases of violence were also excluded from this approach. However, a WHO expert 
meeting recommends that referring women for standard marriage counselling services is 
contraindicated 
239
.  In addition, health care services are recommended to develop specialised 
counselling services, and to distinguish between counselling offered to sexual violence 
survivors and survivors of domestic violence 
239
.   There is some evidence of the 
effectiveness of couples counselling on other health outcomes in sub-Saharan Africa.  A 
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focus on couples’ communication has improved family planning in Malawi 285.  Couples HIV 
Testing and Counselling (CHTC) combined with IPV screening interventions that address 
gender inequalities have improved PMTCT outcomes
286-290
 
2.7.1.8 Fatality or case reviews 
Death represents the most extreme form or outcome of violence against women and women 
are much more likely to be killed by  intimate partners than by anyone else 
291
.  The World 
Health Organization (WHO) estimates that 40 to 70% of all women killed are murdered by an 
intimate partner 
4
.  Deaths from violence have rarely been investigated in most parts of the 
sub Saharan region 
69
, and the limited data documenting this lethal consequence of IPV 
comes from studies conducted in South Africa 
69
.  In one South African study that 
retrospectively examined records of 705 female homicides with known perpetrators found 
that 52.1% were killed by cohabiting partners and 27.9% by husbands 
66
, these deaths were 
not random as most of them had previous history of IPV.  Blunt trauma and strangulation 
were the commonest cause of IPV related deaths
68, 69
.  Regular on-going reviews may offer 
an opportunity to identify relevant points of intervention; however , empirical literature 
documenting the effects of this strategy is rare 
238
.   
2.8 Summary 
This chapter has presented reviewed published and unpublished work on IPV with focus on 
African studies with the exception of the healthcare response literature and interventions for 
IPV.   Section 2.1 presented the definitions and examined the various conceptualizations of 
IPV and arguments for or against each conceptualization, leading to the adoption of broader 
and open approach to the conceptualization of IPV in this study.  In section 2.2 the study 
presented the scope of IPV, starting with an overview of the global picture and then 
concentrating on African countries, mostly in sub-Saharan Africa.  The literature revealed 
that IPV is a global problem that cuts across age, educational, social economic, ethnic and 
religious boundaries, but that there is significant variation between contexts that may to some 
extent represent differences in data collection methodologies, but is also likely to reflect the 
role of context in shaping IPV.  The gender symmetry and asymmetry debates were discussed 
and male experiences of IPV were acknowledged and influenced the inclusion of male 
perspectives in this study. 
Section 2.3 then outlined and discussed the various theories that have tried to explain the 
causes of IPV.  The section highlighted the fact that individual theories inadequately explain 
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all aspects of the origins of violence, with the result that the study uses the ecological model 
as it tries to bring together all the theoretical explanations in a comprehensive way.  The 
study is also framed within the feminist approach because of the prevailing patriarchal 
cultures in Africa.   Section 2.4 examined evidence for risk factors for IPV, drawing on the 
international literature but focusing on the major risk factors emerging from African studies.  
The coping strategies used by female survivors and help seeking strategies were presented in 
Section 2.5.  The reviewed literature showed that survivors use emotional focused strategies 
more than they use active coping strategies and many utilize informal than  formal sources of 
support.  The links between IPV and negative health outcomes was presented in Section 2.6.  
A wide range of negative health outcomes of IPV have been clearly established, including 
physical health outcomes such as injuries, HIV infection, negative pregnancy outcomes, and 
death, as well as mental health outcomes.  
The final section, health care responses to IPV (2.7), discussed the literature highlighting the 
role of the health sector in preventing and responding to IPV.  The reviewed literature gave 
an overview of the existing interventions to improve the health sector response to IPV but 
highlighted those that have been tried in African contexts.  This section revealed that much 
work on IPV in the health sector has been implemented in the developed world and there are 
very few interventions tried out in the African contexts.  There have been several 
programmes that have shown success in primary prevention in evaluations in South Africa.   
Of the interventions tried out training of health care workers and screening for IPV in the 
health sector appeared to be the most common.  While training aimed at improving the 
individual provider’s skills, screening aimed at actively identifying survivors of IPV so they 
can be referred to relevant services.  Both of these interventions lack rigorous evaluation and 
to date have shown no effect in preventing abuse.  Debates regarding the safety of IPV 
screening in low resource countries were also presented.  Approaches that comprehensively 
integrate IPV services into health services exist in the developing world but have not been 
systematically evaluated.  Counselling and particularly couple counselling appears to be the 
only promising secondary prevention method for IPV but more work needs to be done.  
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Chapter 3: Background of to the information study: National Context 
3.0 Introduction 
This chapter presents a brief background of Malawi.  Section 3.1 locates the country and 
provides details about its population at the time of study.  Section 3.2 provides information 
about its political, social and economic status.  In section 3.3 the information about the 
country’s health status is presented so as to provide the context under which the health sector 
responses to IPV are considered.  The social and family structures in Malawi (outlined in 
section 3.4) make an important contribution to the understanding of the causes and 
consequences of IPV and the thesis methods need to be rooted in these structures as well.  
The study also builds on what is currently known about the current gender-based violence 
situation (section 3.5) and how the health sector is responding to IPV in Malawi (Section 
3.6). The chapter ends with a summary in section 3.7. 
3.1 Malawian population and geography 
Malawi is a sub-Saharan land locked country located south of the equator (see figure 3.1).  It 
is bordered to the north by Tanzania; to the east, south and southwest by Mozambique; and to 
the north and northwest by Zambia.  The country is 901 kilometres long and ranges in width 
from 80 to 161 kilometres.  The total area is 118,484 square kilometres of which 94,276 
square kilometres is land and about 475 square kilometres is water 
292
.  Administratively, the 
country is divided into three regions: the Northern, Central and Southern Regions, which are 
further divided into 28 districts (six in the North nine in the Central, and 13 in the South).  
The districts are sub-divided into Traditional Authorities (TAs) presided over by Chiefs.  
Each Traditional Authority is made up of villages (the smallest administrative units) presided 
over by village headmen/women 
293
.   
The Malawian people are of  Bantu origin said to have migrated from the Congo basin 
between 13 and 16
th
  century 
294
.  The country is ethnically and linguistically heterogeneous 
with 13 languages and varied dialectics spoken.  The indigenous languages co-exist alongside 
the English language which is regarded as the official language.  The ‘Chewas’ are a 
dominant group and their  ‘Chewa’ language  has been used as the national language since 
1968 
294
.  
In 2008, an estimated 13,187,632 million people were living in Malawi.  The population is 
largely young with youth aged 15 years and below making up 45% of the population 
295, 296
.  
Females constitute 51% of the total population.  Of these, 42.2% are of the reproductive age 
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group (15-49 years).  The annual growth rate is at 2.8 per cent with the total fertility rate 
(TFR) of 5.7 births per woman 
297
.  It is projected that Malawi will have 38 million people in 
2040 
298
.   
Figure 3.1: Map of Malawi showing neighbouring countries  
 
3.2 Political, social- economic and education context of Malawi 
Malawi became a British protectorate in 1891, gained its independence in 1964, and became 
a Republic in 1966.  The country followed a single party system of government from 
independence until 1994 when the first multi-party democratic system of government was 
introduced.  This shift saw the adoption of a written democratic constitution in 1995, which 
incorporates the democratic principle of separation of powers among the three branches of 
government namely; the executive, the legislature and the judiciary.  It  also contains 
provisions for the observance, protection and upholding of rights and freedoms for all 
299
. The 
Constitution of Malawi (1995); Section 24, Sub section (2) states that women have the right 
71 
 
to full and equal protection under the law and have the right not be discriminated against on 
the basis of gender or marital status 
300
.  A more detailed legal and policy analysis in relation 
to IPV and health sector responses is given in Chapter 5 of this thesis. Malawi is among the 
few sub-Saharan African countries that have remained politically relatively stable since 
independence. 
Despite its political stability, Malawi is among the world's least developed countries.  It has a 
human development index value of 0.4 and is ranked 171 out of 187 countries on the Human 
Development Index 
301
.  The poor performance on the development indicators shows the 
extent of poverty and gender disparity in  the country 
302
.  Historical, geographical and 
political factors have combined to make poverty reduction a hurdle 
303, 304
.  Poor agriculture, 
business and education policies adopted by the previous governments have resulted in the  
creation of a small and highly educated middle-class elite rather than expanding education 
and opportunity for the majority of citizens  
303
.  Nearly half (52.4%) of the Malawian 
population live below the poverty line 
292
.  This means that slightly over 6.5 million people 
out of the 13 million people survive on less than one U.S. dollar per day.  The Gross 
Domestic Product (GDP) is about US$4.7 billion and GDP per capita is US$310.  The 
economy is heavily dependent on agriculture, including the declining tobacco industry,  
which contributes  more than 90% of its export earnings 
292
.  
The country is predominantly rural with about 85% of the population living in rural areas. 
However, rural to urban migration is very high resulting in a sex disparity in terms of 
residency.  Between 2004 and 2005, 51%t of the male population was in the urban areas and 
49% in the rural areas, whilst 49%of the female population was in the urban and 51% in the 
rural areas 
296
.  It is widely accepted that rural and urban areas are substantively different.  
Urban settings are characterized by predominantly nuclear families; relatively less 
conservative culturally; where it is common place to have social interactions with strangers; 
and economically relatively much more developed such that access to information and 
services is much higher.  All interact in determining an individuals’ health.  This is 
comparatively different to rural areas where consanguineous families are more popular; 
culturally much more conservative, social interactions are mostly with relatives or 
acquaintances, economically relatively underdeveloped such that access to information and 
services are very limited.  It is not difficult to believe that individuals living in these different 
environments exhibit different health behaviours 
305
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The urban geographies in many of the cities in Africa including Malawi are different to cities 
on the other continents
306
.  Urban areas in Africa are increasingly composed of small islands 
of well-being that are spatially and socially segregated from rapidly growing and increasingly 
impoverished masses.  Riley cites Blantyre as a typical example of a city where densely 
crowded settlements, vast tracts of undeveloped land, traditional villages, mountains, river 
valleys, commercial and industrial areas, and  low-density suburbs all mark distinct kinds of 
spaces within the municipal boundaries 
307
.  Over 65% of Blantyre city residents live in 
unplanned areas occupying only 23% of the land HABITAT perceives the continued 
development of slum areas in and around the cities and the towns in Malawi as a typical 
manifestation of urban poverty 
306
, as a result the differences between rural and urban areas of 
Malawi can be theoretical in some cases (see figure 3.2). 
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Figure 3.2: slums and shelter in urban Blantyre 
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A gender disparity in terms of sources of income from both informal and small agricultural 
household enterprises exists in the country
302
. The 2005 Integrated Household Survey (IHS2) 
revealed that women earn nearly half the amount of their male counterparts in similar 
informal enterprises 
296
.  Women form the majority of people working in the agriculture 
sector.  About 70% of the agricultural workers and 80% of food producers in Malawi are 
women 
309
.  Female-headed households are poor compared to male-headed households
296
.  In 
2010, Malawi scored low on the overall Gender Status Index and the Women’s Progress 
Scoreboard because of having few women that are involved in political and in decision-
making positions
309
. 
Sixty-four percent of the Malawian population is literate (able to read and write in Chichewa 
or English) with notable gender, regional and residential differences in literacy levels.  The 
IHS2 showed  more men in urban than rural, and Northern than Central and Southern regions 
were literate 
296
.   However, the country has achieved gender parity with respect to primary 
and secondary school enrolments with girls slightly surpassing boys (84% girls as compared 
to 82% boys).  This has partly been attributed to the free primary school education policy 
introduced in 1994 
309
.  Although, the country may take glory in achieving gender parity with 
respect to primary and secondary school enrolments, the picture isn’t good for tertiary 
education. The survival rates to standard eight (last grade at primary school level) in 2010 
showed that girls (68.0%) are still lagging behind boys (73%). This is of particular concern, 
considering that education is central to the achievement of greater equality in society 
310
, to 
74 
 
the improvement of health status for the nation as indicators tend to be worse among people 
with little education or no education 
311
 and for the reduction of gender-based violence since  
levels of education shape experience of violence in Malawi 
297
.   
3.3 Sex, premarital relationships and age at marriage 
The average age of marriage  is 17.4 and by age 18 almost 50% of the girls  in Malawi would 
have married 
312
.  According to Population Reference Bureau this is an improvement from 
what it was a decade ago.  Although people are delaying getting married, literature suggests 
that the number of young people engaging in pre-marital sex appears to have increased. A 
population based study involving 4,301 adolescent girls and boys aged between 12-19 years 
old found that 21% of the adolescents were sexually active at the time of the survey. 
However the proportion of sexually active adolescents varied by gender. Three per cent of the 
girls compared to 19% of the boys aged 12 to 14 reported being sexually active; and 37% of 
the girls compared to 60% of the boys age of 15 to 19 had engaged in sexual activity.  The 
study also found that over half of the girls who reported being sexually active were married 
whilst 52% of the boys were not 
313
.   Statistics from the population Reference Bureau 
indicate that boys are more likely  than girls to have engaged in sex before the age of 15 
312
.  
A qualitative study with adolescents revealed that  young people take a utilitarian approach to 
sex,  where sex is conceived as a natural, pleasurable  and routine activity within their social 
relationships 
314
. In relation to reasons for engaging in sexual activity, a quantitative study  
revealed that 85% of the boys and 55% of the girls engage in sexual activity because they 
liked it 
313
.  The gender differences observed in this study could be partly be explained by a 
large proportion of girls (38%) and a relatively smaller proportion of boys (10%) reporting 
their first sexual activity was forced 
313
. Violence issues are covered in greater detail in 
section 3.6.  
3.4 The health status of Malawi 
Malawi’s health indicators are among the worst in the world. Life expectancy at birth is low, 
child mortality is estimated at 110 per thousand live births; this is relatively high but marks   
a tremendous improvement from previous statistics. Under five mortality is higher among 
rural and poor populations 
315
.  Malnutrition is endemic.  In  2005, 43 per cent  of the under 
five children were stunted and 18% were severely malnourished 
296
.  The major factors 
contributing to malnutrition include: low availability and access to food in terms of quantity, 
quality and diversity; poor child care practices; poor hygiene and sanitation, low availability 
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and access to optimal health care services and maternal IPV 
316
  Table 3.1 below presents 
some selected health indicators.  
Table 3.1 Malawi health profile 
 Country Regional ver. Global aver. 
Total population estimates 2010 (thousands ) 14,901 - - 
Urban population (%) 20 38 50 
Gross national income per capita (PPP international $) 860 2448 10,869 
Life expectancy at birth  (years) 
Male  
Female  
Both sexes 
 
44 
51 
47 
 
52 
56 
54 
 
66 
71 
68 
Adult mortality rate probability of dying between age 15 and  60 
per 1000 population 
599 383 176 
Maternal mortality ratio per 100000  live births  460 480 210 
Probability of dying under five (per 1 000 live births) both sexes 92 119 57 
Prevalence of HIV (per 1000 adults aged 15-49  110 47 8 
Prevalence of TB (per 100,000) population 174 332 178 
Physicians per 10,000  population 0.2 2.2 - 
Nurses per 10,000 population 2.8 9.0 - 
Adapted from World Health Organisation Statistical Information System 
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The health system in Malawi is generally hit by chronic shortage of skilled health care 
providers. As shown in table 3.1 there is acute shortage of nurses: 2.8 nurses per 10,000 of 
the population against the regional acceptable level of 9.0 and 0.2 doctors against the 
acceptable level of 2.8.  In spite of this situation, utilisation of health services with regards to 
contraceptive prevalence, antenatal and birth attendance including child immunisation are 
high 
315
  
Statistics on HIV show that the country’s HIV prevalence among adults aged 15-49 is at 
10.6% 
297
.  The gender disaggregated data reveal that more women (12.9%) than men (8.1%) 
were living with HIV by 2010. Young women aged 15-19 have a prevalence rate that is 
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higher (4.2%) than that of males (1.3%) of the same age. Within the 20-24 age groups, the 
prevalence is still higher amongst females (6.4%) as compared to 2.8% for males. The 
inequality between men and women influences power structures and vulnerability to HIV 
302
.  
Most new infections occur within long-term stable sexual relationships 
317
. The current 
drivers thought to facilitate the spread of HIV, include: multiple and concurrent sexual 
partnerships;  discordance in long-term couples (one partner HIV-negative and one positive) 
where protection is not being used; low prevalence of male circumcision; low and 
inconsistent condom use; suboptimal implementation of HIV prevention interventions within 
clinical arenas including the provision of HIV Testing Counselling (HTC) and late initiation 
of HIV treatment; and TB/HIV Co-infection 
317, 318
.  Regarding access to HTC some  studies  
have shown that routine opt out  counselling and testing offered at health facilities are less 
likely to reach the poor households and there is urban bias in provision of counselling and 
testing 
319, 320
, more women than men are accessing Anti Retroviral Treatment (ARTs) 
317, 318, 
320, 321
.  
3.5 The social and family structures  
Malawi has two family structures or lineage systems: the matrilineal and patrilineal systems 
322
. The matrilineal system is the most widely practiced system covering most of the central 
and Southern regions, while the patrilineal system is predominantly practiced in the Northern 
region, some parts of Chikhwawa and the whole of Nsanje district in southern Malawi.  The 
major differences between the two systems lie in the payment of the bride price and in the 
line of descent. In matrilineal systems, descent follows the female lineage and residence is 
matrilocal (the man moves in to stay with the wife at her village and is considered a migrant) 
322, 323.  Children born to the family belong to the wife and their maternal  uncles called ‘eni 
mbumba’(owners of mbumba) 323 or ‘nkhoswe’ (guardians) 324 over their ‘mbumba’ (the 
sisters and their children).  The leadership role over the mbumba is entrusted  to the eldest 
brother or the eldest maternal aunt if there is no brother in the family to take the nkhoswe role 
324
.  Although all of the male kin, regardless of age, are said to be nkhoswe, in practice age is 
important and the elder males actually take the role
325
.  
The nkhoswe has multiple roles including: instilling discipline in the mbumba; allocating land 
and other resources; presiding over important decisions such as marriage ceremonies, 
resolving conflicts and dissolution of marriages (in this position they also serve as marriage 
counsellors or advocates), health care seeking; funeral arrangements and succession and 
inheritance processes. As such they may be referred to as traditional marriage counsellors. 
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Marriage without  nkhoswe approval is not recognised culturally 
324
. In spite of the multiple 
roles of the nkhoswe they do not have the power to dissolve marriages unless either or both of 
the spouses has consented to such 
324
. There is a general perception among people that the 
matrilineal system may simplify the process for initiating divorce among women since the 
husband lives in her village 
322
. Giving guardianship responsibility to uncles may be viewed 
as minimising the husband’s role, reducing his social-economic activities since he produces 
crops on a land allotted to him by the nkhoswe.  This may limit husbands’ control over the 
use of what they produce making men less obliged to invest in their wife’s village 326.   
Under the patrilineal system, on the other hand, descent is through males and residence is 
virilocal; that is the wife leaves her home village to reside at her husband’s village 324, 326.  A 
family then becomes an integral part of the father’s lineage.  The eldest male on the 
husband’s side plays the role of nkhoswe 324. In this system marriages are validated by paying 
‘lobola’ (the bride price).  In case of divorce, children are left in their father’s custody and in 
case of death of the husband, the woman is supposed to choose another husband from the 
family or return to her home 
323
.  The system makes it hard for women to initiate divorce 
322
.  
However, the patrilineal system is thought to be more protective in terms of women and 
children’s social security as men may feel obliged to care for their family unlike in the 
matrilineal system where the responsibility of children is given to maternal uncle 
326
. 
It is also important to note that elopement marriages named differently in the local language 
are a common occurrence in Malawi. A study by Malawi Human Rights Commission found 
that the common reasons for elopement may include: 1) defying parents of either side who 
object to the -would- be marriage, 2) avoid payments that are associated with certain 
marriages such as bride price or other payments associated with marriage rites, 3) intending 
couples find procedures for contracting marriages too involving or too demanding to follow, 
4) and sometimes it is done out of sheer childishness. The study noted that there are 
consequences attached to elopement as relatives may refuse to acknowledge the existence of 
such a marriage and/or bury the dead if it happens that one of them die in such a  relationship 
327
. This may also have implications in the case of IPV as many people rely on relatives for 
support with IPV as discussed in the following sections.  
3.6 Gender-based violence in Malawi 
Violence is endemic in Malawian society 
328
; and in recognition of this Malawi included a 
domestic violence module in its Demographic Health Survey for the first time in 2004 
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MDHS.  Most of the published literature reporting domestic violence in Malawi has used 
DHS data 
297, 316, 328-334
.  To date DHS seems to be the most consistent source of information 
for IPV in Malawi, making it possible to study trends over time.  Review of the 2004 and 
2010 DHS findings allows evaluation of the trends of violence in the country. Gender based 
violence (GBV ) is defined in the MDHS according to the UN definition as any act of 
violence that results in, or is likely to result in, physical, sexual or psychological harm or 
suffering to women, including threats of such acts, coercion or arbitrary deprivation of 
liberty; whether occurring in public or private life.  Domestic violence is also defined.  
Although the two MDHS surveys cite different sources for their definitions, their definition 
of domestic violence is similar in both documents.  For the majority of indicators, the two 
MDHS surveys were measuring the same things, making it possible to compare trends over 
the 6 year period.   
Specific efforts to improve disclosure by survey participants were made in the 2010 MDHS 
through following WHO safety recommendations for conducting domestic violence studies.  
This led to changes in the questions and additional training in techniques for sensitive 
questioning.  As a result of these improved methods and training more disclosures of violence 
would be expected in the 2010 MDHS.  The trends in MDHS results for 2004 and 2010 are 
shown in figure 3.3 and discussed in detail below (including trends in subgroups).  
Figure 3.3: Trends in violence between MDHS 2004 and 2010 
 
The subsections of 3.5 below present local understandings of violence. They look at how 
various forms of violence present in the Malawian context and how these are perceived when 
they manifest in different forms of relationships. The section goes further to examine the link 
between IPV and health including its impacts on child health.  
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3.6.1 Understandings of violence  
Diverse conceptualizations of violence exist in Malawi.  Studies have described a wide range 
of responses with regards to behaviours that are perceived as violence. A translation disparity 
exists between the English notion of violence and its corresponding concept of “nkhanza” in 
Chichewa that effects the way that violence is ’defined’ and also the use of Chichewa to 
define violence in interviews (this is discussed further in section 4.1 of the methodology). 
The concept of nkhanza as applied in Malawi covers a wide range of abusive behaviours as 
opposed to the physical violence in literature which clearly distinguishes physical harm from 
other forms of cruelty and abuse 
323
.  For example, participants in a study on community 
perspectives on gender-based violence (GBV) in eight districts of Malawi described GBV as 
anything bad that disturbs the livelihood of the community 
300
, meaning there was no gender 
dimension to the definition.  Most of the descriptions draw on the diverse and widespread 
nature of the problem, and the complexities surrounding it and many people approach 
violence from a cultural context and interpret it based on the interpersonal relationships 
involved. Researchers working on violence in Malawi have commented that the local 
conceptualizations of violence often challenge those conceptualizations found in violence 
literature 
323, 335
.   
3.6.2 Physical violence  
Despite this array of understandings of violence, Malawians identify intimate partner 
violence (IPV) as a problem in the country.  The overall prevalence of IPV in reviewed 
studies ranged from 23%-68 %.  Battery or physical violence was the most frequently cited 
form of domestic violence 
297, 299, 323, 328, 336, 337
.  The two most recent MDHS surveys (2004 
and 2010) reveal both the magnitude of the problem and the failure of current interventions to 
impact on this with the percentage of women who report having ever experienced physical 
violence and the percentage experiencing physical violence in the past 12 months has not 
changed significantly in the six year period.  Approximately 1 in every 3 women reported 
having experienced physical violence since the age of 15 years in both surveys, with close to 
15% experiencing physical violence in the 12 months preceding the surveys.  In 2004 more 
rural than urban women reported having experienced physical violence, whereas in the 2010 
MDHS more urban than rural women reported having ever experienced physical violence.  In 
both surveys current and ex partners remained the major perpetrators of physical violence.   
The overall percentage of women surveyed in the MDHS who have reported ever 
experiencing physical violence during pregnancy in Malawi has remained about the same 
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over the past six years (5% versus 6%).  Women with no living children were twice as likely 
as women with at least one living child to have experienced physical violence during 
pregnancy.  The findings revealed that violence increased in the first 2 years of marriage and 
then decreased over time.  Further exploration is required to understand the association 
between the onset of violence and violence during pregnancy. 
In a study conducted by Saur (2003), participants mentioned that physical violence was an 
unavoidable tool in resolving conflicts. This was viewed in a broader context of existing 
gender inequalities.  References were also made to physical abuses patients experience  in 
hospitals, corporal punishment in prisons and wife beatings committed by  high level 
politicians 
323
.  The quotations below emphasise how men and women normalised gender 
violence: kukangana ndiye banjalo (‘squabbles form part and parcel of marriage’) and 
kumenyako ndi mamkwala a banjalo (‘beating is the cure for marriage’) 300.  Researchers 
observed that some  women  fail to recognise their experiences as acts of GBV and 
appreciated the difficulties women may have faced to label their experiences violence when 
they had always regarded them to be normal 
300
.  Wife beating is divided into two categories: 
educational beating which is acceptable and considered normal and violent beating. 
Educational beating was described as when a man slaps a woman or uses a stick to beat the 
woman while violent beating is when a woman sustains fractures or loses blood. Educational 
beating was perceived as a sign of love intended at bringing about behaviour change rather 
than divorcing the wife. Women admitted sustaining bruises in the face from the beating, but 
perceived it to be normal and admitted that they chose to lie if questioned by friends giving 
the reasons such as having been bitten by a wasp 
323
.   
3.6.3 Sexual violence  
Malawi also has high rates of sexual violence. While findings of the 2004 MDHS and 2010 
MDHS are difficult to compare, reflecting the fact that sexual violence was explored in 
greater depth in the 2010 survey, they do show high overall prevalence rates in both surveys. 
With 25%of all women age 15-49 in 2010 having experienced sexual violence compared to 
10% in 2004. Both found sexual violence to be highest among young women aged 15-19 and 
23.5% of young women in this age group reported having experienced sexual violence by the 
age of 10-14.  Overall, intimate partners were the most commonly reported perpetrators of 
sexual violence.  Thus while Malawian law fails to recognise the existence of sexual violence 
within marital relationships, women themselves recognised and reported sexual violence in 
their relationships.    
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In a study  that was conducted by Kathewera –Banda  and others in Nkhota-kota district, 
women defined  sexual violence  as being forced to have unprotected sex, even in situations 
where both partners are HIV positive, knowingly infecting someone with HIV and as  non-
consensual or forced sex specifically within intimate relationships, including marriage. 
However, there is a blurred boundary for marital rape. Some people in Malawi expressed that 
they do not believe that forced sex can occur within the confines of marriage, and felt that 
women have a marital obligation to engage in sexual activity with their husbands/partners; a 
belief that is backed up by the legal system in Malawi as it  does not recognise marital rape 
335
  As such, sexual violence in Malawi is differentiated from rape, with rape being 
interpreted as ‘‘a woman being forced to have sex by someone who is not her partner’ 335.    
The existence of sexual violence, particularly, marital rape was contested in some studies in 
Malawi 
300, 323
. Marital rape was described as unrecognised in the country; as no man rapes 
his own wife and men admitted that it would be very hard for people to accept this concept. A 
study that was conducted in eight districts of Malawi, found that most men interviewed in all 
the districts felt they had perpetual right to sex regardless of the woman’s circumstances. 
Although men denied the existence of rape in their families, most women interviewed 
admitted to have been raped by their husbands but they thought it was normal and went 
unreported 
300
.  
Forced sex was perceived as high in young people’s relationships338-340.  In a multicounty 
study on sexual initiation, 38% of adolescents in Malawi reported they were “not willing at 
all” to have sex at their first sexual experience (mostly in their dating relationships). Malawi 
had the highest reported cases of sexual coercion among the four African countries where the 
study was conducted 
339
.  Adult sexual coercion was an issue in a qualitative in-depth study 
conducted among 23 disabled women, aged between 18-61 years, in Blantyre.  The study 
focusing on disabled women’s experiences revealed that disabled women reported being 
tricked into sexual relations with men who later abandoned them when they became pregnant, 
refusing to support the children they had fathered
341
. 
In general there is a lot of silence surrounding violence issues in Malawi. Roughly one in 
three women who experience physical or sexual violence never tell anyone about it, and 
nearly half never seek help 
297
.  Among women who seek help for the violence, most of them 
sought help from their own family (17%) and in-laws (16%).  Others went to friends and 
neighbours, elders and religious leaders.  Only 3% went to police and the 2011 DHS does not 
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mention reporting to the health sector. Silence surrounding the issue of rape was also 
discovered in a study that was conducted among 364 female students of ages 16-36 years at 
Chancellor College using self-reported questionnaire.  In this study rape was defined as being 
forced to have sexual intercourse without consent. The study yielded a response rate of 55%.  
Of the students that responded 12.6% were raped on campus of which 48% were raped by 
boyfriends, 17% by acquaintances and 26% by others and some at home by male relatives. Of 
these 61% reported the case to no-one, 39% somewhere, 22% to parents but none mentioned 
the college administration, police or hospital. Although the study might have suffered from a 
low response rate with the possibility of over reporting due to selection bias, there is a chance 
that those that did not respond might have been victims too 
340
. Similarly, a Baseline Survey 
for the Community Mobilisation against Gender-based Violence, HIV and AIDs Project in 
Kanengo found that of the 68% of the women who admitted to have suffered from GBV in 
the past twelve months prior to the survey only 24% reported cases to marriage counsellors, 
and the rest thought it was a private matter.  Although men were in some cases victims of 
GBV, they were found   unwilling to disclose violence 
299
,   
3.6.4 Intimate partner violence a phenomenon for men and women 
Studies in Malawi have demonstrated the gendered nature of intimate partner violence.  
Although IPV affects both men and women violence against women is perceived to be higher 
than violence against men. Seventy per cent of participants in a study on social cultural 
factors perpetuating GBV in Malawi reported that men abuse women in their communities 
compared to 30% who reported that some men do experience violence from women 
342
. The 
2010 DHS reported a rate of  13:1 male to female violence 
297
.  These experiences are 
gendered based on the social cultural expectations of men and women. Examples of IPV 
against woman include: wife beating, too frequent sex, neglect, husband refusing to have sex 
with her, not allowing the wife to prepare food, social isolation, marital rape, having secret 
concurrent relationships and unequal division of love to co-wives. On the other hand, forms 
of violence against men gender norm transgressions and include:  not preparing food for 
them, women having extramarital relationships, women fighting back when men are 
disciplining them and denying them freedom to drink and associate with friends, refusing to 
have sex with husband, disrespectful to the husband, unwelcoming behaviour, soaking 
clothes when he is about to go away, not warming bathing water for husband, not preparing 
or warming food for husband, gambling and neglecting house hold chores and chasing 
husband away when tired of him 
323, 342
.  
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3.6.5 Causes of violence 
Gender transgression (women acting against gendered roles and expectations) is associated 
with IPV in Malawi 
334, 342
. Barkvoll (2009) using the 2004 MDHS data found that women 
who had controlling husbands had a 57% probability of experiencing intimate partner 
violence when compared to 24% whose husbands were less controlling.  ‘Controlling 
behaviours’ were defined as being angry or jealous if she talks to other men, frequently 
accuses wife of unfaithfulness, doesn’t permit her to meet her female friends, tries to limit her 
contact with her family, insists on knowing where she is at all times and he doesn’t trust her 
with any money 
334
. Cultural norms that perpetrate gender inequality between men and 
women were blamed for IPV against women in many studies 
323, 335, 336
. Examples of the 
cultural norms included polygamy and payment of the bride price among others 
323
,  and not 
having sex with a woman who is menstruating and during post-partum abstinence has been 
given as one reason why men engage in  extra-marital sex 
342
.  differences over sexual 
matters were also perceived to be an underlying factor for wife battering 
323
. (See also chapter 
2.3.3) 
Supportive attitudes towards IPV  are also  prevalent in Malawi 
328
.  Studies have 
documented a strong association between attitudes towards violence and the prevalence of 
violence in Malawi 
330, 336
.  Saur (2003) says generally physical violence against women in 
Malawi is not tolerated but educational beatings form part of conflict resolution methods and 
is tolerated by society (see chapter 2.4.3. under community  risk factors for IPV). 
Levels of education shape experience of violence in Malawi
297, 343
. The 2010 MDHS showed 
that the experience of violence reduced with higher levels of education.  Women whose 
husbands had an increased level of education experienced less spousal violence.  The greatest 
variation by husband’s education is observed for emotional violence.  Nearly one in three 
(29%) of ever-married women whose husbands have no education have experienced 
emotional violence as compared with 23% whose husbands have secondary education or 
higher. The reason for this is theorised that education enables people to use and extend their 
capabilities, develop skills, improve their livelihoods and increase their earning potential.  
Education also empowers people to participate in decision-making and in the transformation 
of their lives and societies.  Education is central to the achievement of greater equality in 
society, including between men and women 
310
.  However, a study that analysed the role of 
education on IPV using the 2004 MDHS data did not find a significant difference in the 
reported experience of IPV between the educated and non-educated women 
331
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The role of alcohol abuse in IPV is significant in Malawi
300, 336, 344
, as is the case elsewhere 
(see also chapter 2.4.1). Alcohol is readily available in a range from traditionally brewed 
beers to more expensive company brewed beers.  Men’s use of alcohol is not stigmatised but 
has implications at individual, family and community levels including gender based violence 
345
.  Alcohol intoxication accounted for 18% of economic abuse, over a third of physical 
(36%) and a third of sexual violence cases (33.2%) and a quarter of emotional violence cases 
in a population based study on IPV in Malawi 
168
.   Similarly women who reported that their 
husbands use alcohol were much more likely to report having experienced IPV than their 
counterparts who were married to non-alcoholics in both MDHS 
346, 347
.  Alcohol intake was 
associated  with family arguments, economic abuse, with wife beating neglect and rape 
including incest in a qualitative study that sought to understand the impact of men’s drinking 
on their wives 
345
.  
The other factor that is significantly associated with IPV is age.  A study that analysed 2004 
DHS data showed that emotional violence tends to increase with age whilst sexual violence 
tended to reduce with increased age. For sexual violence the differences were more 
pronounced when ages 30-34 and 45-49 were compared.  Women in the ages 15-19 reported 
less emotional IPV while physical IPV was common in the age categories of 25-29. The 
study however, did not find significant differences between urban and rural dwelling 
331
 (see 
also chapter 2.4) 
3.6.6 The links between HIV and IPV in Malawi 
Increasingly the link between violence and the HIV/AIDS pandemic is being emphasized as 
research shows the association between experiences of violence and HIV risk, with violence 
as both a cause and a consequence of HIV/AIDS.  There are a range of structural factors in 
Malawi that could be contributing to this including insufficient economic, educational, socio-
cultural, and legal support for adolescent girls.  Many of these may be seen as the root causes 
of girls' vulnerability to HIV through exposure to unprotected sexual relationships and 
primarily relationships that are transactional and age-disparate 
348
.  This was further 
supported by recent data from a cluster randomized trial in Zomba district Malawi 
demonstrating the impact of cash transfers on reducing HIV prevalence in never-married 
women aged 13-22 
349
.  
Current HIV policy makes explicit that this link is a significant contributing factor in the 
epidemic and sets out actions to respond to it 
318
  However, the link between the two needs to 
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be explored further as studies are also indicating that IPV is not consistent as a determinant of 
HIV globally.  These conclusions were drawn by a recent study which compared self reports 
of IPV and laboratory HIV test results of women in 10 countries:  Dominican Republic, Haiti, 
India, Kenya, Liberia, Malawi, Mali, Rwanda, Zambia and Zimbabwe who participated in 
Demographic and Health Surveys (DHS) conducted between 2003 and 2007: The study 
found no consistent association between physical and sexual IPV and HIV after adjusting for 
confounding factors. Whilst acknowledging several limitations inherent in the study design 
including selection bias, un reliable measures of IPV used in DHS data and the cross 
sectional nature of the study, the study argued against  focusing HIV prevention funds to  
adult IPV prevention 
329
.  
3.6.7 The intersection of maternal IPV and poor child health outcomes  
Violence against women and violence against children are in many cases intertwined within 
communities.  Maternal IPV is associated with poor child health outcomes. A comparative 
analysis of DHS Surveys from Malawi, Kenya, Honduras, Egypt and Rwanda
316
 reveals a 
link between maternal IPV and child malnutrition. The study found marginal associations 
between maternal exposure to IPV with severe stunting and under-2 mortality in Malawi. 
Maternal IPV was perceived as one of the causes of miscarriages and premature deliveries in 
a study of perceptions of preterm birth in southern Malawi. This was linked to forced heavy 
work load and abdominal punches during pregnancy 
350
  In addition, the findings underscore 
the importance of incorporating efforts to prevent violence against women into a wider range 
of maternal and child health programmes.  
3.7 Help-seeking behaviours 
Help-seeking behaviours amongst survivors of violence remained poor in the 2010 MDHS.  
36% of survivors of physical violence told no-one about it, and 48% sought no help. Yet  
among those who reported physical violence in the last 12 month (47.6%) report injuries 
which may need medical attention (43% report cuts and bruises, 15.5% burns and 
dislocations, 15% deep wounds broken bones and teeth). Among those who report sexual 
abuse 34.4% report similar injuries.  If help was sought, the majority used the traditional 
systems rather than formal systems.  Between 17-18% of women sought help from their own 
relatives and in-laws, 3 % from the chiefs, 4% from friends and 4 % from police.   
The problem of help seeking has also been highlighted by other studies 
299, 336
.  A study on 
intimate partner violence in Malawi 
336
, found that only 4% of women sought help from the 
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police after rape, and most received a service that differed significantly from available 
protocols.  Of those women who did report to the police, only 43% were informed of their 
right to a medical examination.  
3.8 Health sector responses to violence in Malawi 
The Ministry of Health (MoH) is a government agency whose core business is setting the 
agenda for health in Malawi 
311
 and responding to the health consequences of violence 
therefore comes under its remit. It is responsible for raising  the health status of all 
Malawians through the development of a health delivery system capable of promoting health, 
preventing, reducing and curing disease, protecting life, and fostering the general well-being 
and increased productivity, and reducing the occurrence of premature death 
351
.  The MoH 
collaborates with other relevant stake holders including the Christian Health Association of 
Malawi (CHAM) to achieve its mandate 
311
, all of which recognise and respond to violence in 
various ways.  The Malawi Health Sector Strategic Plan (HSSP) (2011-2016) highlights the 
roles of health care workers (HCWs) in dealing with gender based violence at every level of 
the health delivery system presented below.  
3.8.1 The health delivery system 
This section gives an overview of the structures for health delivery in the public sector in 
Malawi to enable the reader to better contextualize the findings of this thesis. The primary 
current health sector responses focus directly on physical treatment of survivors of violence 
and indirectly through dealing with health consequences in HIV, STI, family planning and 
reproductive health services.  An in-depth stakeholder analysis of health sector policies is 
given in section 5.2 and of strategic directions is given in section 5.3. Despite the chronic 
shortages of staff and other resources, health services are provided for free in all public health 
institutions 
311
.  Health services in the country are delivered at three different levels, namely 
primary, secondary and tertiary level and each have an actual or potential role to play in the 
health sector response to violence described briefly below. 
Primary level 
The primary level includes community initiatives, health posts, dispensaries, maternity 
facilities, health centres, and community and rural hospitals. At community level, health 
services are provided by cadres such as health surveillance assistants (HSAs), community-
based distributing agents (CBDAs), village health committees (VHCs) and other volunteers, 
mostly from NGOs.  HSAs perform multiple overlapping promotive and preventive health 
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services including HIV testing and counselling (HTC) and provision of immunization 
services.  VHCs work in collaboration with HSAs to promote primary health care activities 
through community participation.  The work of HSAs gets supported by the Health Centre.  
Health centres are responsible for providing both curative and preventive Essential Health 
Package (EHP) services.  At a higher level there are community hospitals (also known as 
rural hospitals), which provide both primary and secondary care, and each has an admission 
capacity of 200 to 250 beds.  While this level has the potential for violence prevention in 
practice the main role at this level is upward referral for specific post rape care services.  
Secondary level 
District hospitals constitute the secondary level of health care. They act as referral points for 
both health centres and rural hospitals, and have bed occupancy of 200 to 300 beds. They 
handle both inpatient and out-patients.  Most of the CHAM hospitals provide services at 
secondary level.  Services for post rape care including post exposure prophylaxis for HIV 
(PEP) are located here.  
Tertiary level 
The tertiary level consists of central hospitals (CH) that provide referral health services for 
their respective regions. Central hospitals offer specialised services.   Currently, they are four 
central hospitals, namely Queen Elizabeth in Blantyre (1250 beds), Kamuzu in Lilongwe 
(1200 beds), Mzuzu District (300 beds) and Zomba central and Zomba mental (450 beds).  A 
comprehensive referral system within the health services links these various levels of the 
delivery system.  The roll out of One Stop Centres (described in this section) has started at 
tertiary level.  
3.8.2 Health sector reforms 
The Malawi health sector has undergone reforms such that the provision of health services 
has been decentralised in accordance with the 1997 decentralisation policy and 
decentralisation act.  Understanding reforms to the sector is important to the study because 
any potential recommendations by the study have to come within this framework. 
The MoH at national level is no longer responsible for service delivery as this has become a 
responsibility of the Ministry of Local Government and Rural Development (MoLGRD).  
However, MoH and MoLGRD are practising similar to what Annan (1999) described as a 
‘double hierarchy’ model of decentralisation in that, the MoH at national level is responsible 
for development of policies, standards and protocols and for providing technical support for 
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supervision, whereas the district assemblies are responsible for implementing the services  
352
 
. The District Health Management Teams (DHMTs) are responsible for managing health 
sector funds under the responsibility of the local authorities. The local authorities follow the 
District Implementation Plans (DIP) to implement activities. However, the   health ministry is 
concerned that DIPs are good for long term planning and not for the meeting of the 
immediate needs of health services (HSSP 2011-2016).  Figure 3.4 below shows the 
governance of the MoH both at national and district level. 
Figure 3.4:  the health delivery system in Malawi adopted from 
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Health Sector- Wide Approach (Health SWAp), EHP and Programme of Work 
(POW)): In 2004, the MOH and development partners started implementing a (SWAp). The 
SWAp integrates all vertical disease programmes and their finances into the Essential Health 
Package (EHP) so that technical efficiencies can be achieved
353
. There is no ‘official’ 
definition of what the SWAp is, but it is a common framework for planning, budgeting and 
performance.  SWAp uses a basket funding approach where directorates plan their activities 
and draw funds from the pool 
354
. It was guided by a six-year joint POW2004-2010, the 
priorities of which revolved around the provision of the EHP. The EHP is a package of basic 
health care services meant to address health problems that contribute to increased disease 
burden but violence was not include in this package.  Eleven major conditions that 
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predominantly affect the Malawian poor were targeted.  These reforms were introduced as a 
way of ensuring equitable and accessible essential health care to the people of Malawi after 
recognising that investments made in the health sector had not produced significant gains in 
health status 
353
. Provision of the EHP is seen as a way for enhancing achievement of the 
health related millennium development goals (MDGs), and as a departure from the 
‘balkanisation’ of the health sector by donors which led to ‘islands of excellence’ operating 
within the public health structure 
354
.   
The introduction of EHP necessitated the implementation of the service agreement between 
the GoM and Christian Health Association of Malawi (CHAM) hospitals. This was done to 
promote the delivery of EHP and improve access to basic health care in rural areas.  CHAM 
is quite critical for the delivery of EHP considering their location in most rural areas where 
close to 85% of the Malawi population lives 
353
.  In addition, the Ministry of Health 
implemented a comprehensive and integrated routine HMIS country-wide 
355
. The HMIS 
supports the EHP and is seen as an integral part of the national health system because it aims 
to provide relevant, reliable, updated, current, reasonable, and complete data for those 
managing health from community to central levels. The HMIS reports on the EHP 
components in a way that act as indicators of service delivery and utilisation throughout the 
public and formal health sector
353
.  However, violence issues were not part of the EHP 
making monitoring of the problem in health services nearly impossible.  
3.8.3 Malawi Health Sector Strategic Plan 2011-2016 
The Program of Work (PoW) which covered the period 2004-2010 has been replaced by the 
Malawi Health Sector Strategic Plan (HSSP) (2011-2016) .  The HSSP frames gender-based 
violence as a determinant of health, recognising the high rates of violence in the community 
and low rates of reporting to the health sector as well as the limited progress over the last 
decade.  It sees violence as a risk factor for mental ill health and for trauma and vice versa.  
The focus of the HSSP is on the effective delivery of the Essential Health Package and in this 
regard violence is captured under non-communicable diseases including mental health and 
trauma.  Annex 8 (An EHP for Malawi defined by level of health care delivery) includes 
GBV in small print alongside a list of NCDs such as hypertension, diabetes and hearing loss 
that require systems for targeted and routine screening at primary health care level.  No actual 
indicators on health sector responses to violence are captured in the indicator matrix provided 
in Annex 10 of the HSSP.   
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One Stop Centres: The health care system is also providing four One Stop Centres (OSCs) 
for survivors of violence.  These are operating out of referral hospitals, and in various degrees 
of operation.  Centres in Blantyre and Zomba are complete, while construction on centres in 
Mzuzu and Lilongwe were to commence in 2013. Plans to roll these services to District 
hospitals are underway based on lessons learnt from the referral hospitals.  One Stop Centres 
(OSCs) aim to provide coordinated and comprehensive services to women, child, and male 
survivors of sexual, physical and gender-based violence.  All the necessary services 
(including health, social services and police) are meant to be provided under one roof.  
Advantages of OSCs are two-fold. On one side, survivors can get comprehensive package of 
services at one place, minimizing the secondary trauma.  Most importantly, OSCs house the 
necessary response to rape victims.  In the case of rape the administration of PEP can be done 
within 72 hours.  Further still, coordinating the different multi-sectoral actors in one place 
increases the chance of cases reaching prosecution and higher rate of conviction therefore 
ensure justice and safety for survivors. This is because evidence can be collected expediently 
and all the referral systems for victims are in one place.  Linkages to NGOs and faith based 
organization will further ensure that psychosocial services are provided to victims of abuse 
(Government of Malawi, 2012).   
Whilst these services are now expanding and treatment given to all adult survivors, the 
policy, advocacy and clinical focus remains very much on children and on sexual violence. 
The centres are able to reach small percentage of women and children affected by violence.   
One Stop Centres were initiated with a paediatric focus.  They started as a response to 
violence against children, are supported by UNICEF and have the backing of paediatricians.  
However, the health sector recognises that it has a duty to care for the women and children. 
The Ministry of Health in Malawi has decided to step up the mandate of OSCs, extend their 
Duty of Care and provide greater action to both prevent and respond to violence against 
women and children. 
3.9 Summary 
This chapter has provided the general background information about Malawi focusing on the 
social, economic, and political and health situation of the people of Malawi. It has also 
explored the gender violence situation in Malawi paying particular attention to IPV and how 
the health sector is responding to this vice.  The literature reviewed has also demonstrated 
that diverse conceptualizations of violence exist in Malawi.  Despite this array, it is clear that 
IPV is a major problem that disproportionately affects women and is driven by strong 
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patriarchal and pervasive traditional beliefs.  Help seeking behaviours for violence have 
remained poor and most of the survivors do not seek help from formal sources, particularly 
health services which are set up to respond to more extreme levels of physical and sexual 
violence focused at tertiary level.  
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Chapter 4 Research Methodology and Design 
4.0 Introduction 
This chapter details the research approach, justifies choices and use of methodology and 
supports the credibility of the research 
356, 357
.  Kilonzo argues that the health service delivery 
cannot be seen as entirely disparate from other sectors on the continuum of care 
358
 and this 
premise underpins the research approach.  As stated in chapter 1.1 the ecological framework 
presented in 2.3.6 has been used to help frame the design of the study.  Its focus on the 
broader social factors enables the thesis to analyse the policy and legislative context of the 
health sector response (chapter 5); and see how these influence the functioning of the lower 
(inter-personal) levels of the ecological system (see 2.3.6).  The interconnectedness of 
various levels of the ecological framework allowed the thesis to examine factors beyond the 
immediate setting (health sector), including the responses in other sectors and how these 
affected or influenced each other, and institutional policies (government and community 
regulations and norms).  
Understanding the wider environments in which people live and make choices was crucial for 
this study as these have a greater impact on health outcomes 
198
.  In addition, factors 
responsible for IPV may also be responsible for the nature of the health care response
358
; 
making understanding of perceptions of IPV very important for the thesis.  For example, in 
this study many participants perceived IPV as a private family affair and as result counselling 
services for IPV were absent in health services because health care providers felt that it was 
not their responsibility.  Figure 4.1 shows how the study design and methods relate to the 
revised ecological framework.  At the individual level the study recruited both male and 
female survivors of intimate partner violence and at community level groups of younger and 
older men and women as well as various key stakeholders in violence prevention.  This 
helped the study to understand the complexity of experiences, responses to IPV and how best 
to serve the interests of women and men whose lives are negatively affected by the violence 
in their intimate relationships. 
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Figure 4.1: Illustrates how the ecological framework informed the research design 
 
 
The following research questions reflect the objectives set out in chapter 1 and also reflect 
factors on the different levels of the ecological framework:  
1. How does the health related legislative and policy environment promote or hinder the 
health sector response to IPV in Malawi?   
2. How do different stakeholders perceive IPV and the health sector responses to IPV in 
Malawi? 
3. To what extent can health services rely on proxy determinants to identify intimate 
partner and sexual violence from a health service uptake perspective in Malawi? 
For the macro-social and health sector level research question 1 tries to understand the 
influence of the legislative and policy environments; for the institutional or community and 
individual levels research question 2 tries to understand the perceptions of IPV as public 
health problem, the responses of health services and those of relevant others; and at the 
institutional level research question 3 tries to understand the burden of IPV in health services.  
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Table 4.1: Relationship between research questions and methods and the ecological 
framework 
Research question Methods  Sections  Focus Level 
How does the health related 
legislative and policy 
environment promote or 
hinder the health sector 
response to IPV in Malawi?  
Policy and legal analysis 
Key informant interviews* 
 
4.5 Macro (national level) 
How do different 
stakeholders perceive IPV 
and the health sector 
responses to IPV in Malawi? 
Key informant interviews 
with policy makers and 
other stakeholders 
4.6.1; 4.7.2; 4.8.1; 
4.11.2 
Macro (national level) 
Focus groups, small group 
and individual interviews 
with health care workers  
4.6.2; 4.7.1; 4.8.2; 
4.8.3 
Meso (district level)  
Blantyre 
Mangochi 
Lilongwe 
Focus groups with village 
health committees and 
individual interviews with 
Health Surveillance 
Assistants 
4.6.2; 4.6.3 Micro (village level) 
Blantyre 
Mangochi 
Lilongwe 
Focus groups with 
community members, 
marriage counsellors and 
community victim support 
units 
4.6.3; 4.8.2 Micro (village level) 
Blantyre 
In-depth interviews with 
service users (‘survivors’)  
4.6.3; 4.8.4; 4.11 Micro (village level) 
Blantyre 
To what extent can health 
services rely on proxy 
determinants to identify 
intimate partner and sexual 
violence from a health 
service uptake perspective in 
Malawi? 
Register reviews 4.9 Meso (district level)  
Blantyre 
 
*data from community FGDs and IDIs in Blantyre also included in analysis 
4.1 Justification of research methodology and thesis epistemology 
Selecting the appropriate design to answer research questions is not a technical choice but 
rather an ethical, moral, ideological and a political activity
359
.  Maxwell in his interactive 
model of the research design identifies the research question as central to the design.  Along 
with these, he identified a group of other environmental factors including: research skills, the 
available resources, perceived problems, ethical standards, the research setting, and the data 
359
.  However, choosing one strategy over the other restricts the researcher’s ability to benefit 
from strengths  inherent in a variety of research methods 
360
.  Qualitative research as applied 
to health research, seeks to understand patterns of behaviour and how these patterns may 
influence and interact with health and health seeking behaviours.  They may identify 
priorities and needs relevant to particular social contexts and/or groups of individuals and 
help make recommendations that are appropriate to these contexts and or groups of 
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individuals 
361
. Qualitative methods were the main methods used in this study; however 
additional methods were used to triangulate the findings.  
For research question 1 a legal and policy analysis was combined with qualitative Key 
Informant interviews. Data from FGDs and In-depth interviews collected for objective 
2 was included in the analysis where appropriate. 
For research question 2 a descriptive and interpretive situation analysis was conducted 
using a range of qualitative methods to explore the perceptions, experiences of 
intimate partner violence and the role of health care services in addressing violence in 
Blantyre, Mangochi and Lilongwe districts, Malawi. This was the largest part of the 
study.  
For research question 3 qualitative findings about service uptake were triangulated by 
collecting quantitative data through a register review at one referral hospital.   
Underpinning the study is the understanding that knowledge is socially constructed.  To 
better understand the topic in-depth accounts of events, relationships, experiences or 
procedures occurring at a particular time are required. The researcher tends to examine the 
phenomena from the perspective of those experiencing it 
362
 and acknowledges the role of the 
researcher in the production of knowledge.  In this study, the researcher did not provide 
participants with definitions of violence and IPV.  Informed by chapter 3, the researcher was 
aware that the definitions of violence may vary but the researcher sought the local 
understandings of these terms.  It was important for this study to have emic definitions 
because that’s what would inform how they respond to violence.  The definitions provided in 
chapter 2 were important to the researcher as a base of which local understandings were 
compared with understandings at international level.  In doing so, the researcher allowed 
knowledge  to be  inductively generated throughout the research process 
362
.  Qualitative data 
collection methods and analysis are mainly used although mixed methods may be utilised in a 
way which support or expand upon qualitative data and effectively deepen the description.  
The study therefore uses primarily qualitative methods but sought to add quantitative 
methods in one referral hospital to triangulate the perceptions of participants with data that 
would deepen our understanding both of the potential for collecting data on magnitude and 
the potential limitations of this.   
As discussed in Chapter 2, the researcher was also informed by a feminist perspective 
towards the topic of IPV.  Qualitative methodology is a common method among feminist 
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researchers because it is more personal, interactive, open, contextual and phenomenological 
363
.  It is also the best methodology for researching sensitive issues or when researchers aim 
to capture the complexity of sensitive everyday life with the goal of understanding 
perspectives of those who live it 
364, 365
.  Research on IPV fits in the conceptualisation of 
sensitive research because the safety issues for those involved stem from the private or 
personal nature of the subject of IPV as well as the potential for embarrassment, offence and 
/or social censure on disclosure of associated attitudes and/or behaviours 
366
 . Puentes-
Markides (1992) says qualitative research techniques have also been utilised to describe and 
assess the functionality and utility of systems, which includes a focus on both health 
providers and health recipients, and seeks to assess the perceptions and responsiveness to 
interventions  
358
.  Therefore, qualitative research methods are ideally suited for the topic 
under study, in which the critical insights into the perceptions and experiences of the 
respondents are essential to inform the development of context relevant and sustainable IPV 
preventive health interventions including screening programmes 
367, 368
.  The researcher did 
not approach the topic without prior knowledge: personal issues, practical and intellectual 
issues also impacted on the selection of the topic (see reflexivity 4.12.3) and largely seeks to 
answer the how and why questions, making constructivism the appropriate epistemological 
stance for the study. 
4.2 Process of research design and development 
The research design is based on existing concepts, assumptions, expectations, beliefs and 
theories formed by the researcher as an individual and through available data from elsewhere 
(expert opinion, literature review).  The following figure represents the process of the 
research design and the development of the research process  
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Figure 4.3: The process of the research design and development  
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4.3 Study Timeline 
The study timeline was from January 2010 to December 2012. Qualitative and quantitative 
data collection and analysis was carried out simultaneously as seen in Table 4.2. Analysis 
was an on-going process.  
Table 4.2: Study timeline 
Dates  Activities 
Jan 2010 - Dec 2010 Development of research enquiry and tools  
Development of links with Domestic Violence service 
providers 
Obtaining ethics approval 
Policy and legal analysis 
Jan 2011-October 
2011 
Health care providers’ focus groups small groups and 
individual interviews. Focus groups with Village Health 
Committees 
Apr 2011- July 2011 Register reviews and analysis 
June 2011-Jan 2012   Key informant interviews with policy makers 
May 2011-
December 2011 
Focus groups with community members, marriage 
counsellors and victim support units  
In-depth interviews with service users (‘survivors’) and 
Health Surveillance Assistants 
Jan 2012-Dec 2012 Write up 
Updating of legal and policy analysis 
July 2012 Dissemination workshop with stakeholders 
February 2013 Submission 
4.4 Study settings 
The study was primarily conducted in Blantyre, Malawi. Some additional data from health 
care workers for objective 2 were collected in Mangochi and from health care workers and 
policy makers in Lilongwe.  These were added subsequent to the initial study design based on 
recommendations from UNICEF Malawi, who provided supplementary funds in late 2011 to 
further investigate the health sector response.  
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Both rural and urban sites were included in the study, although these were difficult to 
differentiate clearly in the peri-urban setting as illustrated in the following photograph of 
Ndirande (figure 4.3) 
Figure 4.4 Ndirande location, Blantyre, Malawi 
 
4.4.1 Blantyre District 
Blantyre as a district has a population of 732,518 and is divided into Blantyre rural and 
Blantyre urban (Blantyre city), making it suitable for a study targeting both urban and rural 
populations with limited funding.  Fighting Gender based violence( GBV ) is also one of the 
priority areas for the district according to the gender needs assessment report released in  
2010 
369
 .  Residents are more likely to have access to some domestic violence services 
compared to typical rural areas.  The accessibility of these referral points was a key ethical 
consideration in district selection since the research has potential to raise issues that may 
require onward referral.  
Blantyre district and city are divided into eight traditional authorities (see Figure 4.4).  They 
cover a wide area and up to three health centres may be located within each traditional 
authority.   
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Figure 4.5 Traditional authorities in Blantyre District
 
 
The district of Blantyre is home to the oldest city in Malawi and in Southern Africa.  It was 
established in 1876 when Scottish missionaries, led by Dr. David Livingstone, passed 
through the area.  Later more missionaries and traders followed to set up a church (the 
Blantyre Mission, which is still standing today) and businesses.  Today, the City of Blantyre 
is the main industrial and commercial centre for Malawi.  People of diverse socio-economic 
and ethnic backgrounds reside in this city. About 60% of this population lives in unplanned 
or squatter areas that are characterized by congestion of houses and poor infrastructure and 
social services. The city has a young population hence a high dependency rate with about 
60% of the total population being below 25years. The population of Blantyre City is growing 
by 3.4% due to both natural growth and rural urban migration. The migrants are attracted to 
the city by economic activities, services and opportunities that are available in the city.  
Unemployment rate at the moment is 57%; illiteracy rate is at 27% while 82% are lacking 
formal skills. About 46% of all households in the city earn less than $50 a month. Poverty is 
pervasive in the city with 65% of the total households in the city living below the poverty 
line. 
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The health care delivery system in the district has both curative and preventive health care 
services, and this is provided through a network of hospitals and health centres/clinics which 
are distributed in different parts of the city. The government runs Queen Elizabeth Central 
Hospital (QECH), the biggest referral hospital in the country, which has a total of 1,000 
hospital beds, and the three private hospitals, have a total of 122 hospital beds. The Queen 
Elizabeth Central Hospital (QECH) is the largest referral hospital in Malawi, a country with 
over 13,000,000 citizens.  QECH has been selected because it is the largest referral hospital 
in Malawi and is a teaching hospital for the College of Medicine and Kamuzu College of 
Nursing, both constituency colleges of the University of Malawi. This is an added advantage 
as perceptions elicited at QECH may be reflective of some of the attitudes in the other 
hospitals since most of the health care providers in the country get their early professional 
socialisation through this hospital.  The catchment area for QECH is large as it also serves as 
the district hospital for Blantyre district. As such it also acts as referral centre for all health 
centres in the district.   
In addition to QECH five community locations within Blantyre’s traditional authorities were 
selected based on willingness of the communities to take part and with consideration of 
geographical spread, presence of health centres, availability or absence of GBV services and 
previous recognised association with IPV. Dziwe, Limbe, Mdeka, Madziabango and 
Ndirande were selected for inclusion.  Dziwe and Limbe have been previously identified as 
having a high prevalence of suicide cases, which has a recognised association with intimate 
partner  violence 
370
.  
4.4.2 Mangochi District  
Due to a lack of a ‘proper’ district hospital in Blantyre, the researcher decided to explore 
perceptions of health care providers in a ‘proper district hospital’ (designated as such by 
MOH).  Mangochi district, south of Lake Malawi and 150 kilometers north of Blantyre, was 
selected for this particular purpose. For this study health facilities under Mangochi DHO 
were purposefully selected taking into consideration the levels of service provision available:  
District hospital, rural hospital and health centres including village health committees. The 
following were included: Mangochi district hospital; Namwera rural hospital or health centre; 
Malukula Health Centre; Chipalamawamba village health committee   
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4.4.3 Lilongwe District  
Lilongwe was selected because it is in the central region. Lilongwe is the capital city of 
Malawi. Lilongwe has a central and district hospital, unlike Blantyre where the referral 
hospital (Queens) doubles as a central and district hospital.  For the interest of this research, 
Lilongwe is the only Central Hospital among the four that had not yet incorporated the One 
Stop Centre model in its provision of services to survivors of violence.  This was of particular 
interest to the study.  The following were included: Bwaila hospital; Kawale health centre; 
Mitundu health centre; Mitundu village health committee. 
4.5 Methods for Legislative and policy document analysis 
Legislation and policy documents governing the health sector responses to violence were 
reviewed with the aim of understanding responses at the Macro level.  Documents were 
identified through internet searches using Google, through direct communication with policy 
makers and through obtaining   soft copies from lawyers and NGOs involved in GBV.  
Thirty-four documents were reviewed and seventeen met our inclusion criteria.   
4.5.1 Legal review 
Current Malawian laws according to an Act of Parliament that had sections or statutes that 
mentioned violence, sexual violence, child protection or abuse were included. Internationally 
ratified instruments that had not been domesticated (turned into Malawian law by an Act of 
Parliament) were excluded from the analysis as the lack of domestication limited the ability 
of Malawian citizens to invoke their provisions at national level 
371
.  Four legal documents 
were included in our analysis. In the analysis definitions of a child, of domestic and sexual 
violence and of outlined punishments were considered.  Gaps and conflicts in the documents 
were outlined.  
4.5.2 Strategy document review 
Strategy documents were included if they mentioned health sector responses to violence.  We 
included health policy documents that were in-date and in active use in the health sector.  
Four national strategic planning documents (one Ministry of Gender and three Ministry of 
Health) were included in the analysis.   
4.5.3 Policy review 
Policy statements, guidelines and protocols were included that outlined health sector roles or 
activities in relation to violence.  Nine health sector policies, guidelines and protocols were 
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considered in our analysis.   In the critical analysis of the policy documents we considered 
their focus area, definitions and the roles and responsibilities of different sectors and different 
services providers as they are outlined in theory.   
4.5.4 Triangulation with qualitative methods 
Document critique was combined with qualitative methods with purposively sampled policy 
makers, service providers and other stakeholder, the details of which are covered in section 
4.6.  
4.6 Study populations for qualitative methods 
The target study populations are outlined in Table 4.1 above. These are discussed in turn in 
the sections below. 
4.6.1 Health care policy makers, non-health care policy makers, programme managers 
The challenges of violence prevention demand an inter-sectoral approach 
4
.  This stems 
directly from the conceptual stand point of the public health approach which namely that 
working with and learning from other sectors and disciplines is essential in building the type 
of sustained , inter-sectoral response required to prevent violence 
372
; and strengthening of 
referral networks with other IPV service providers is one of the five prongs for implementing 
a systemic response to IPV 
373
.   
Populations of policy makers were therefore drawn from both the health sector and from 
outside the health sector. Health policy makers, domestic violence agencies or advocacy 
groups, government institutions and donor agencies were purposefully selected to participate 
in key informant interviews.  In describing one of the characteristics of key informant 
interviews Kumar (1989) states that key informant interviews involve interviewing  small 
number of informants, usually in the range of 15-35 individual participants as interviewing 
fewer than 15 participants may compromise the validity of the findings.  The study 
interviewed 26 Key informants (for details see table 4.3) by which point no new data was 
being gained by carrying out further interviews.  
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Table 4.3: Policy maker participants 
District Services  Organization Type Method Number of 
participants 
Blantyre GBV service 
providers 
NGO/CBO KIIs 6 
Police Services Community Police KIIs  
Victim Support Units Small 
Groups 
3 
Social work 
services 
City of Blantyre KIIs 1 
Health policy 
makers 
Ministry of Health  KIIs 2 
One Stop Centres KIIs 2 
Lilongwe Government  Ministry of Gender KIIs 1 
Ministry of Health; HIV, STIs, 
SRH,HMIS,SWAP,NCD and 
HE   
KIIs 7 
Private CHAM KIIs 1 
Judiciary Legal representative KIIs  
Training 
regulatory 
bodies 
Health Professional Councils KIIs 1 
International 
funding  
Donor Agencies KIIs 2 
Total 26 
4.6.2 Health care workers 
Health service providers are assumed to be critically important in improving health sector 
responses to IPV. They can help to identify women experiencing violence and refer them to 
specialized services 
7, 243
. However, their  perceptions and attitudes towards intimate partner 
violence can present as opportunities (supportive attitudes) and barriers (judgemental 
attitudes or victim blaming) to integrating IPV prevention, care and supportive services into 
health services 
374
.  This made understanding of their conceptualization of IPV and the role of 
the health services; and their experiences with service provision important. 
Participants included health care workers from the following departments at QECH: 
emergency departments, outpatient departments, obstetrics and gynaecology, psychiatric 
clinic, dental, family planning and antenatal clinics, STIs and ARV clinics, paediatric, 
surgical and medical departments. These departments were identified based on the literature 
from low and middle income countries describing them as entry points for IPV interventions 
7
.  Hospital based social workers were included as part of the health team because by the 
nature of their job, they were likely to be in contact with survivors of violence.  In health 
centres, all types of health care providers were represented:  medical assistants, clinical 
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officers, and midwives. Health care providers who spent at least 50% of their time in client 
service provision were included in the study.  
Health care workers were who were recruited, participated in individual interviews (IIs), 
small group interviews or FGDs.  This flexibility allowed views from all the target areas to be 
included since it was not always possible to convene FGDs.  The researcher observed that 
urban health centres were better staffed than rural health centres where only two to three 
members of staff served the centres. In such centres it was very difficult to convene a FGD.  
Bringing HCWs in rural centres to one place for the sake of convening a FGD could have 
proved costly as these centres are far apart.  More importantly it could have raised ethical 
issues removing them from their work station. In urban areas in Blantyre and all facilities in 
Lilongwe and Mangochi FGDs were convened by bringing staff of different cadres such as 
nurses, medical assistants and clinical officers together out of clinic hours so as not to 
compromise the provision of care. In rural centres in Blantyre only individual interviews 
were conducted.  
Table 4.4: Health care worker participants 
District Location Facility type Rural 
Urban 
Method Number of 
participants 
Blantyre QECH Blantyre Referral Hospital Urban FGD 
Small 
group 
IIs 
17 
 
3 
7 
Limbe  Health Centre Urban FGD 
II 
9 
1 
Mdeka  Health Centre Rural IIs 3 
Madziabango  Health Centre Rural IIs 3 
Ndirande  Health Centre Urban FGD 8 
Mangochi Mangochi  District hospital Urban FGD 9 
Namwera  Health Centre Rural FGD 5 
Malukula Health Centre Rural Small 
group 
2 
Chipalamawamba  Village Health 
Committee 
Rural FGD 10 
Lilongwe Bwaila  Hospital Urban FGD 6 
Kawale  Health centre Urban FGD 7 
Mitundu  Rural hospital Rural FGD 8 
Mitundu  Village health 
committee 
Rural FGD 10 
Grand total 103 
Most of the FGDs were mixed genders dominated by female HCWs. The total numbers 
conducted are provided (see Table 4.4).  Shortage of staff precluded the ability to recruit 
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homogenous groups (for example by gender and cadre).  As such mixed gender and cadre 
groups were used.  Linhorst observes that FGDs should be prohibited for improper mixed 
groups 
375
 (see above), but I argue that our grouping was a proper mixed focus group, 
following Kim and Motsei who successfully managed to conduct mixed FGDs in a study that 
explored attitudes and experiences of gender-based violence with primary health care nurses 
269
, although all their study participants were nurses. This study took extra care in selecting 
participants for the health professionals FGDs.  Grades of these professionals and not gender 
acted as a leveling ground where equal discussion was built (nurses, medical assistants, and 
clinical officers, dental and environmental officers). Very senior staff members were 
excluded from FGDs. The lowest cadre (VHCs) had their FGDs conducted separately.  
Health Surveillance Assistants (HSAs) are a cadre of health care workers who reside in the 
communities and are familiar and trusted.  These village level health care workers (see 
section 3.7) are covered in section 4.6.3 which deals with study populations at community 
level.  
4.6.3 Community members 
4.6.3.1 Individuals who had contacted IPV services 
Both male and female ‘survivors’ who reported to have experienced IPV were included in the 
study.  Recruitment strategies are discussed in section 4.7 (sampling).  Only participants aged 
18 years and above (or considered mature minors), had experienced IPV and had sought IPV-
related services were recruited for community in-depth interviews (IDIs).  The researcher 
gave preference, to survivors who were not currently in abusive relationships, who were 
therefore relatively safe and at relatively low risk of retaliation from their abusive partners, 
thus their safety would not be jeopardised by their participation in the study.  However, some 
participants were in current abusive relationships and additional measures to ensure safety 
included ensuring no-one know about the interview locations and nature and recruitment 
materials that were non-specific to IPV.  No couple’s interviews were conducted and partners 
were not aware of interviews going on.  Interviewing these individuals was critical to the 
study because interventions designed to improve health care providers’ response to survivors 
of abusive relationships must be informed by service users perspectives on how health care 
providers can help them move toward safety and thus improve their health 
376, 377
.  
 The original sample size was 10 women and 5 men.  However, only twelve survivors 
participated in the study: 7 women and 5 men (see Table 4.5).  More men were interviewed 
relative to their representation in the total number of survivors reported nationally and the 
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original sample size was easily met.  The total number of women was limited as few 
volunteered to share their stories due to the silence surrounding issues of IPV and concerns 
for safety.   
Table 4.5: Community participants  
District Location Rural 
Urban 
Method* Number of 
women  
Number of men  
Blantyre Blantyre City Urban IDI 7 4 
Dziwe Rural 4 FGDs 27 N/A 
Limbe  Urban 4 FGDs N/A 32 
Mdeka  Rural 4 FGDs 
1Small 
group 
IDI 
28 
3 
0 
 N/A 
 
1 
Madziabango  Rural 4 FGDs N/A 29 
Ndirande  Urban 2 FGDs 14 N/A 
Grand total 79 67 
* IDIs describe in-depth interviews with ‘survivors’ 
4.6.3.2 General community 
A purposive sample of men and women was drawn from the community to participate in 
FGDs.  This was to ensure that all constituents relevant to the phenomenon were captured.  
Recruitment to FGDs was on the basis of similar age, sex, marital and parental status to 
create a relatively homogenous sample in each FGD where participants can be free to talk to 
each other because they share similar characteristics. These allowed for the opportunity to 
give voice to a wide range of perspectives.  Saturation was reached rapidly in focus groups 
and members commonly talked about IPV as something that they all experienced.   The 
number of FGDs conducted therefore exceeded saturation point but was required to meet the 
need for male and female participants to be drawn from separate locations for safety issues as 
recommended by WHO domestic violence ethical guidelines (see ethical issues section). 
Groups with older people included a large number who were also marriage counsellors.  Four 
FGDs were conducted in each location to allow for disaggregated representation.  
4.6.3.3 Community victim support units 
Based at community level these trained volunteers are part of the community networks 
established by the police to support victims of crime.  They also deal directly with survivors 
of violence and members were included in the general community focus groups alongside 
marriage counsellors. Unlike marriage counsellors, who were ubiquitous among the older 
population, the community victim support volunteers identified themselves and their role 
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within the group discussion.  Each focus group had at least one member of the community 
victim support unit and some had two.  
4.6.3.4 Health Surveillance Assistants 
Health Surveillance Assistants (see section 3.7) were also included in the study.  Individual 
health care worker interviews were conducted in the communities at the time of the FGDs.  
4.7 Sampling strategies for qualitative methods 
4.7.1 Purposive sampling 
The major sampling approach used in the study was purposive – that is, information-rich 
cases were selected 
228
.  This is the most common approach to qualitative sampling whereby, 
the sampling units are not chosen in a random manner, but on the basis of some of their 
characteristics. The researcher's practical knowledge of the research area, information 
available in the literature and from the study itself was strategically used by the researcher to 
select information rich subjects.  Use of purposive sampling strategy allowed the study to 
include a broad range of participants from service users to policy makers, including 
participants  who have specific experiences (critical case sample of women and men who 
have experienced IPV) or participants with special expertise (key informant sample). 
A subset of purposive sampling according to Paton is homogeneous samples, which involves 
selecting a small sample with similar attributes
228
.  This strategy was specifically used in this 
study for community members FGDs.  The point here is that sampling for focus groups 
typically involves bringing together people of similar backgrounds and experiences to 
participate in a group interview about major program issues that affect them. 
The purposive sample of health care workers (including HSAs) were recruited in consultation 
with departmental managers of  QECH and in-charges of the selected health centres (see 
section 4.3 study setting) and District Health Officers.   
Snowball sampling was also used to identify individual interviewees in this thesis. Snowball 
sampling is defined simply as a method of identifying research subjects that has frequently 
been used in studies dealing with sensitive issues, possibly concerning a relatively private 
matter 
275
.  It is particularly useful in identifying social groups whose members tend to hide 
their identity for moral, legal, ideological and political reasons 
228
; but may sometimes be 
used to locate the elite participants who maintain invisibility by choice. It can be both used as 
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an informal method and as a more formal methodology. When used as a more formal method 
inference about a population of hard to reach individuals can be drawn.  
Snowball sampling involves identifying subjects for inclusion in the sample by referral from 
other subjects.  The process begins by asking well-situated people: "Who knows a lot about 
this? Who should I talk to?" By asking a number of people who else to talk with, the 
snowball gets bigger and bigger as one accumulates new information-rich cases 
228
. Some of 
the contacts and referrals can also be made fortuitously. This does not mean that participants 
are accessed by chance but tends to demonstrate the researchers increased sensitivity to the 
study and ability to maximise opportunities.   
 In this thesis snowball sampling was used to identify additional respondents among policy 
makers, non-governmental providers of services for IPV and survivors.  For policy makers 
the snowballing sampling technique proved very effective.  UNICEF Malawi played a 
significant role in helping the study identify key relevant health development partners and 
other policy makers within the Health Ministry.  Once identified, key informants were 
requested by telephone or in person to participate in the interviews at their offices at a time 
and day that was convenient for them.  Key informants were excluded from the study if they 
consistently failed to honour their appointments.  This was the case with three identified key 
informants.  They were also asked to identify other policy makers for interviews. Women and 
men were purposively selected for in-depth interview on the basis that they had experienced 
IPV.  The challenges in recruitment and selection and potential limitations are discussed in 
the following section. 
4.7.2 Selection of interviewees who had experienced violence  
Achieving an adequate sample in sensitive research can be challenging, and recruiting 
‘survivors’ of IPV is particularly challenging.  Chakwana in the Malawi Demographic Health 
Survey states that women may not disclose issues of domestic violence as it is regarded as 
bringing shame to their family and society discourages women from talking about their 
experiences of domestic violence to maintain respect from the community 
346
.  The researcher 
used multiple methods of recruiting survivors purposively to maximise the chances of 
successful recruitment.  
A major method of recruiting female ‘survivors’ who had used services was through referral 
from various services from which they had sought help. Five of the seven women interviewed 
were selected in this way: one was referred from police, one from non-health GBV services, 
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and three from STI clinics.  Survivors who were recruited through the STI clinic were slightly 
different from the rest of the participants. Unlike the participants above who were approached 
as known survivors of IPV, those recruited from health services reported for services other 
than IPV. Based on knowledge gained through literature patients with repeated STIs and 
those who had problems with partner notification were asked for their experience of IPV. 
Some women revealed IPV as a problem in their family and agreed to take part in the study.. 
Two additional women were recruited:  one following a community focus group discussion 
via an HSA; and one through snowballing/participant referrals.   Of the five men interviewed, 
two were referred from non-health GBV services, one via police and 2 were identified 
through snowballing.   Participant referral was not very easy as many of the interviewed 
participants reported that they did not know anyone else who was experiencing IPV.  Those 
survivors who gave examples of other women who were experiencing violence in their 
relationships reported that the women they mentioned were divorced or they had gone to the 
village and some of them reported that those experiences were in the remote past. One 
survivor reported that she was to bring a friend who had sustained a fracture from IPV but 
later reported that the woman declined the invitation because she had reconciled with her 
abusive husband.   
The two cases recruited through the police (one male and one female) were identified by the 
researcher on the basis of their high visibility since they were published in the local media.  
The researcher was able to trace the survivors through the police following the media reports.  
Whilst recruiting participants in this way had its advantages such as facilitating recruitment 
of participants there were also some disadvantages.   Many of the participants recruited had 
experienced closer to what would be categorised as severe form of violence, since their cases 
were either visible to other community members or to service providers. This means that 
voices of the survivors who may have experienced normalised forms of violence and never 
sought help from these sources were missing in the data. The ramifications of this are 
discussed further in chapter 8 under limitations of the study. 
4.8 Qualitative data collection methods 
A range of qualitative research methods, including focus group discussions (FGDs) and in-
depth interviews were used for this study.    
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4.8.1 Key informant interviews (KIIs)  
KIIs with key informants included policy makers; programme managers and donor 
community (see section 4.6.1).  Those at policy level within the Ministry of Health centred on 
policies and strategies, coordination mechanisms, information systems and accountability 
mechanisms and whether violence was considered a priority, what they had done so far and 
challenges faced.  Interviews with the donor agencies included exploration around the 
support offered to Ministry of Health to enable it to fulfil its mandate, whether they see 
violence as a priority issue for the Ministry of Health and what the challenges they were 
anticipating are.  Interviews with non-health GBV service providers included their role in 
GBV, and linkages with Ministry of Health.  Data were collected using a brief semi 
structured guide.  The following are the thematic areas contained in the interview schedule: 
Interviewees were asked about their role in violence prevention, including what their 
constraints were and their organisational budgetary allocation  
Health care response: They were also asked to describe their collaboration with the health 
sector and other stake holders involved in violence prevention and to reflect on health 
services provision and the facilitators and barriers to effective responses within health 
services.   Questions on health sector policies, guidelines and protocols were included and 
their perceptions of the current mechanisms in place for responding to IPV in the health 
sector, including on capacity building 
IPV: Interviewees were asked what the term means to them; what the scale of the problem is 
as they perceive it and what factors may be driving it in Malawi. They were also asked about 
the consequences of violence and what motivated them to engage in violence prevention 
work.  What can be done: interviewees were also asked what the health care services and/or 
their own organisations can do to improve responses to intimate partner violence  
4.8.2 Focus group discussions  
Focus groups is a qualitative research method in which a moderator interviews a small group 
of participants, typically 6 to 10 
375
, and uses the group process to stimulate discussion and 
obtain information on the beliefs, attitudes, or motivations of participants on a specific topic 
375, 378
. For many years FGDs were confined to market research but they have become an 
accepted method in health research 
379
; and in feminist research as a critical  method of 
inquiry with marginalized groups 
380
.  FGDs have the potential to empower participants, by 
raising the level of consciousness of participants about themselves and the focus group topic 
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375
.  FGDs have been found to be empowering in some research with vulnerable groups such 
as HIV-positive women
380
, domestic workers 
381, 382
 and domestic violence survivors 
381, 382
.  
FGDs have been used in formative and process evaluations, informing programme 
development 
375
, understanding decision making process of patients, identifying barriers to 
decision making and conditions required to participate in decision making 
227, 375
.    They can 
also be used to discuss sensitive topics because many people may be willing to share 
sensitive information through group support 
223, 380
. They can be also be used in combination 
with other methods including quantitative research.   A previous study in HIV case 
management concluded that combining chart reviews and FGDs in their study helped them to 
get a more accurate and richer picture of HIV/AIDS case management than what could have 
been captured if they only used information obtained from reviewing charts 
383
.  
FGDs have the potential of generating ethically problematic issues such as problems with 
maintaining confidentiality due to the group situation; stress; feeling of powerlessness in 
some participants; expectation of action and consequent frustration and the transmission of 
wrong information 
375
. An example of this is when people talk about issues that are not 
necessarily true but that they have strong opinions about or that are a common belief in the 
community.  This phenomenon may include myths surrounding condoms or HIV prevention, 
stories about post abortion care and other IPV-related issues.  The strength of feeling around 
issues could in turn convince other people of the truth of these myths and needs careful 
handling by facilitators.  FGDs are not recommended for non-research purposes, when group 
discussions are inhibited by an improper mix of intended participants, when confidentiality 
cannot be assured when dealing with sensitive topics and statistics are required (detailed 
under ethical issues) 
375
.  
FGDs were chosen to allow for exploration of IPV as they may enable discussions on these 
taboo topics because the less inhibited members of the group may break the ice for shyer 
participants
223
.  FGDs were also an appropriate choice that fitted well in the Malawian 
context because a culture of silence is an obstacle to discussing violence experiences
328
, but 
the oral culture is still strong 
384
 and lends itself to the discussion of sensitive topics 
385, 386
. 
Permission for audio taping the interviews was obtained for each focus group discussions.  
All focus groups were moderated by the researcher and/or one assistant under direct 
mentorship. Either the researcher or the research assistant (depending on who was 
moderating) took notes and observed group dynamics.  Health care worker participants were 
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informed that the research was seeking their work experiences and perceptions of IPV and 
not their personal experiences. FGDs lasted between 55 minutes to 2hrs.   
4.8.2.1 Topic guide for discussions with health care workers  
Discussions with health service providers centred on their perceptions of and attitudes 
towards the current health care services provided to survivors of violence.  Exploration was 
carried out around the following thematic areas: 
Knowledge/understanding of IPV and its relationship to health 
Skills and needs of service providers 
The role of health services in IPV prevention, care and support   
Health policies, protocols and guidelines towards IPV in health services 
Challenges and opportunities for implementing IPV prevention, care and support at 
the hospital 
Collaboration with other sectors 
Existing referral systems, how they are rated and their relationships with referral 
services in-terms of how comfortable they are to refer their clients to such services 
Perceptions of the feasibility of screening for IPV and type of screening. 
Perceptions of what type of injuries might reflect an underlying problem 
Perceptions of options for improving health services response to IPV  
Practices in terms of recording: what might be the potential indicators of violence that 
they might record in a register?  
4.8.2.2 Community entry and consent issues for community interviews 
FGDs were held in villages or townships which required negotiations for community entry 
with a wide range of gatekeepers.  Introductory letters to access the villages were obtained 
from the District Commissioner, City of Blantyre officials and Southern Region Police.  The 
Health Surveillance Assistants (HSAs) initiated discussions with community gatekeepers.  
Community leaders, who have administrative and moral obligations for the people in their 
respective villages, were also involved and meetings informed them of the purpose and 
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design of the study.  Chiefs, who knew individual households well, approached participants 
through their helpers and HSAs about their potential interest to participate in the study.  For 
young people consent was also obtained from parents to allow their adolescent children (aged 
over 18 or considered mature minors) to participate in the study. This applied for all young 
people who were still living with their parents at the time when the study was conducted.  
Consent was obtained directly from each participant, including the young people 
75, 387
.   
4.8.2.3 Topic guide for discussion with general community members 
The following areas were addressed: (see appendix 5) 
Their understanding and perceptions of different types of violence that might be 
experienced within the family/relationships (with a focus on their understanding of 
IPV) and the potential causes of these 
Their understanding of the relationship between IPV and health (e.g. health 
consequences) 
Their perceptions of help seeking and sources of support for people experiencing IPV 
Their perceptions of challenges and barriers to seeking and receiving help 
Their perceptions of health services for people experiencing IPV and the quality and 
utility of these 
Their perceptions of referral services for people experiencing IPV  
Their perceptions of how existing health and other support services could be 
improved 
4.8.3 Semi structured individual interviews with health care workers (IIs)  
To maximise opportunities for presentation in areas where FGDs could not be held due to 
staff shortages and other constraints (see section 4.6.2) additional IIs were conducted with 
health care providers (see annex 3). These one on one interviews were carried out to uncover 
individual perceptions, experiences and practice.  Either the researcher and/or one research 
assistant conducted the interviews 
388
. 
One member of staff from each department (where possible) who had not taken part in the 
focus group discussions was invited to participate in the individual interview (II).  Using IIs 
helped to triangulate the findings from the FGDs.  Individual interviews allow the interviewer 
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to deeply explore the respondent’s feelings and perspectives on a subject.  The confidential 
atmosphere in which informants can share sensitive information provide for the opportunity 
to gather detailed information about their personal experiences, opinions, feelings and 
experiences without the influence of peers 
389
.  The IIs revealed different information from 
the FGDs despite an almost identical topic guide.  For example there was reference to 
personal experiences, to friends and family members and more freely expressed opinions.  
4.8.4 In-depth individual interviews with service users ‘survivors’ (IDIs)  
The critical incident technique was used for these IDIs. Critical incidences concentrate on 
asking the respondent about a key event in their past (in this case help seeking for intimate 
partner violence) to describe in detail their actions in response to the event or episode 
including all forms of help used or sought 
390
. The following areas were addressed (see annex 
4): 
IPV: Interviewees were asked about what their understanding of what was happening 
to them, what they think might be the cause and what are the consequences of this.  
Help-seeking behaviours: Interviewees were asked whether they sought help 
following abuse. What made them seek care? Where did they seek help? How 
satisfied were they with the help they received? If they sought help from the health 
care workers: which specific services, where did they present first, who were 
informed? How was disclosure done, how did they perceive the care they received? 
What made it more satisfying? What made it worse? What was the attitude of the 
health care providers? What would encourage them to disclose abuse to health care 
providers? What would make it difficult? How did they cope? What were their 
experiences of being referred to other services? What was the impact of care seeking 
on their situation? 
What can be done: interviewees were also asked what the health care services can do 
to improve their response to intimate partner violence, and what priority interventions 
should the health care providers engage in to prevent intimate partner violence. 
4.9 Quantitative Data Collection Methods – register reviews 
The  aim of collecting register data was to collect data that could be used to estimate the 
potential burden for health services of a selective screening tool (i.e. to be used only when 
violence is suspected) by measuring the occurrence of proxy indicators of violence that might 
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be used in such a tool.  The study was conducted at Queen Elizabeth Central Hospital 
(QECH) in Blantyre as this has a large number of admissions and is the site of the first fully 
functioning One Stop Centre.   No additional sites were included in this register review. Data 
were collected in the month of January 2011 because it was expected that more cases of IPV 
would be seen during the festive season. The potential implications of surveying routine data 
and for only one month are presented in chapter 8 under limitations of the study  
A total of 3567 Patient register records of adult admissions to gynaecology ward, attendances 
at outpatient departments, , reproductive health services, sexually transmitted clinics, ART 
clinics and PEP for post rape were retrospectively reviewed using a standardised tool 
containing socio-demographic, clinical and outcome indicators.  This included variables on 
the demographic characteristics of the survivors excluding the name of the survivor. Other 
element to include in the tool was based on positive indicators identified by Morrison and 
Bolt (2007) and health consequences of IPV and sexual violence by Krug (2002) (tool 
appended see annex 1). This tool was amended based on the feedback from health care 
providers.   
Data from the One Stop Centre located at QECH and police registers covering the Blantyre 
district were used to triangulate the findings through establishing the burden of referral to the 
health sector from the police and direct attendances to the One Stop Centre.  Data were 
entered and analysed in Epi Info 
391
   
4.10 Data management and analysis 
4.10.1 Qualitative data analysis 
The interpretive and subjective nature of qualitative research requires  the researcher to be 
intimately engaged with the data 
392, and there are no ‘quick fixes’ in qualitative analysis 
since qualitative research techniques generate a mass of words that need to be described and 
summarised
393
. This research uses a thematic approach to data analysis and in particular the 
‘framework’ approach for the reasons outlined in the following section. 
The framework analysis approach developed by Ritchie and Spencer (1994) and some 
concepts in Krueger’s (1994) framework of analysis have been chosen to guide the analysis 
of the data. The framework approach seemed most appropriate because the study had 
specified its objective,  pre-designed the sample (e.g. health care providers) as well as prior 
issues to be explicitly addressed (intimate partner violence and the role of health care 
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services) 
393
.  The framework approach can also be  used in  analysing both the in-depth 
interview and focus group discussions data 
379, 394
. Apart from being transparent, the stages 
provided by framework simplified the complex process of qualitative data analysis 
394
.  Also, 
although to some extent it uses a deductive  approach, the framework approach allowed 
themes to develop from both the research questions and from narratives of the participants 
393, 
394
.  Ritchie and Spencer (1994) describe five stages for data analysis 
393, 394
.  
Familiarisation (principle researcher, research assistants):  
This stage of data analysis involved listening to tapes, transcribing the data, reading 
transcripts in their entirety over and over, and studying observational notes taken 
during the interviews to make sense of the data as a whole before breaking it into 
parts.  
Identification of a thematic framework (principle researcher, independent 
researchers/supervisors):  
The researcher drew on a priori issues identified in the literature (e.g. perceptions of 
IPV, perceived burden of IPV, reporting of IPV, health consequences and feasibility 
of IPV screening), the aim and objectives of the study, as well as issues raised by the 
respondents themselves and views or experiences that recur in the data. The aim was 
to identify key issues, concepts and themes to produce an initial coding framework, 
which was subsequently refined as analysis progressed. 
The next two stages of  coding or indexing and  charting are seen as data management stages 
as they lead to reduction of the data 
394
.  Krueger advocates for either a long table or a 
computer based approach for cutting, pasting, sorting, arranging and re-arranging data 
through comparing and contrasting relevant information
395
. In this study, key emerging 
themes were indexed and data were managed with the assistance of computer-aided 
qualitative data analysis software (CAQDAS) NVIVO 9. 
Coding or indexing (principle researcher and supervisors):  
During this stage the researcher applied the thematic framework developed in the previous 
stage. Textual codes were used to identify specific pieces of data which corresponded to 
differing themes.  The NVIVO output below shows how a framework for reporting violence 
played out during the analysis of data from health care provider interviews. For detailed 
framework see annex 7. 
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Table 4.6 an example of NVIVO node output on reporting violence
 
Charting: (principle researcher):  
Charting of the data involved creating a four column table in Ms Word consisting of 
the following column headings: coded data, dimensions identified and analytical 
categories, copying headings from the thematic framework or “tree node” in 
NVIVO9, and pasting the coded data accordingly for easy view of the data.  
Mapping and interpretation of the data (principle researcher, independent researchers, 
stakeholders attending feedback workshop, supervisors):  
The researcher  looked for patterns, associations, concepts and explanations in the 
data aided by visual displays and plots 
393
. The whole process was driven by the 
original purpose of the study and emergent themes. In interpreting the  coded data the 
researcher used : words, context, internal consistency, frequency and extensiveness of 
comments, specificity of the comments, intensity of the comments and big ideas to 
make sense of the data 
394
. 
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Table 4.7:  an example of charting  
Analytical 
category 
Level one 
coding  
Level two coding  
 Dimension identified 
Coded data 
Reporting 
violence 
Individual      Shame                      You find that a patient comes with a wound near the eye 
suggestive that she has been hit by an object. They come 
here to seek medical attention without disclosing the cause 
of the injury.  They feel so ashamed to disclose that my 
husband has beaten me. ( HCW FGD, Urban 
 
 
  Relationship Dependence Like in our area here most women are economically 
dependent on men. The women find it hard to report 
violence to appropriate or relevant organizations because 
they fear for their children as to who is going to feed them 
once divorced.(VHC MAN) 
 Community/cult
ural 
Endurance 
 
What I see on the part of the women is that they say I 
should continue to endure because he is my husband may 
be tomorrow he will change.(HCW SWO, hospital) 
 
 
  Normalisation 
 
Just as an example, in marriage, when a married person is 
hurt by the other partner, the victim of this violence accepts 
it and move on while if a stranger hits you, you will take it 
to be violence straight away because there is no 
association between you.(HCW FGD, Hospital) 
 
 
 Institutional 
factors 
Identification of survivors 
 
Some people voluntarily disclose violence like I have been 
beaten by my husband.  But most cases seen at this hospital 
are voluntary although some do not but we still realize. 
 
 
  Judgemental attitude The other factor is what P1 has already alluded.  Attitude 
of health workers that’s why they don’t want to access 
health services.(HCW FGD, urban ) 
 
 
   
Provider characteristics 
If a woman meets a male clinician disclosure becomes a 
problem.  The same applies if the clinician is young.  Let’s 
say if she meets our doctor here she is very young.  She 
can’t be free because she will think that what this girl know 
about marriage.(HCW FGD, urban)  
 
 
  Recording 
 
 
When a patient comes here with history of being beaten. 
Her diagnosis will not be beaten but we document the 
injury that she has sustained. May be what we could 
suggest is that let them create some indicators in the HMIS 
that are specific to violence.(HCW FGD, rural   
 
 
 
  fear of arrest When they come to the hospital they don’t disclose because 
we will tell them to go and get police report.  That scares 
them, should my husband be imprisoned, they think their 
husband will be jailed that’s why they choose to say I fell 
or I hit the wall. (HCW II, rural) 
 
 
 
4.10.2 Quantitative data analysis 
Data was checked, entered with the help of a data entry clerk, cleaned and analysed using EPI 
info. Statistical analyses included quantitative descriptive analysis and summary statistics 
(means, percentages and standard deviations etc).  Pearson’s chi-square was used to compare 
categorical variables and Fishers exact test were used for variables with few entries using two 
by two tables.  A p-value of less than 0.05 was considered as statistically significant. 
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4.11 Ethical considerations 
4.11.1 Ethical approval 
The research proposal was approved by the Liverpool School of Tropical Medicine Research 
Ethics Committee, the Kamuzu College of Nursing Research and Publications Committee 
(KCNRPC) and the Malawi College of Medicine Research and Ethics Committee 
(COMREC) for ethical review and approval.  Permission to conduct the study was also 
obtained from the Hospital Director of Queen Elizabeth Central Hospital, Blantyre District 
Health Office, in charges of respective health centres, service organisations and community 
leaders in various communities and individual participations.  
4.11.2. Informed consent 
Consent was sought from all participants and participating organisations. This discussion was 
in Chichewa where appropriate and thumbprints were used to obtain consent from illiterate 
participants. A standardised information sheet and consent form was used. The information 
sheet explained that participation was voluntary; participants had the right to withdraw from 
the study at any time, or refuse to answer any questions.  Issues of confidentiality and 
anonymity were also discussed.  Additional consent to use tape-recorders was also obtained.   
For policy makers consent to participate in the study was obtained in one or two 
phases depending on individual participant situation:  if the director of the 
organisation participated in the study then consent was obtained only once. 
Participants also provided a written consent 
For HCWs consent to participate in the study was obtained in two phases: from the 
participating hospital and health centres and from individual participants.   
For community members IDIs, prior contact was made with potential participants to 
explain the study purposes and obtain full informed consent.  Those who agreed to be 
interviewed were then offered the choice whether to continue with the interview 
immediately or to schedule it for a later date to enable them to think carefully about 
their decision.  
For the community FGDs, health workers and other stakeholder interviews, full 
informed consent was obtained at the beginning of each FGD and interview.     
4.11.3. Anonymity 
Transcripts were coded by numbers. No names were written on all the documents produced 
as a result of the interviews except for the consent forms. However, for community IDIs the 
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interview code was also indicated on the consent form so that there was a way of following 
them because the researcher expected that she would conduct repeated interviews with them.  
This was also necessary for proper referral if required.  In the conduct of this study, repeated 
interviews were conducted with some and not all participants for the following reasons: 1) in 
some cases the researcher discovered that the first interview was able to produce rich data 
such that the contributions from the repeated interviews were very minimal, 2) it was easier it 
secure an appointment with women who were divorced or separated at the time of study than 
those living with their abusive partners, 3) and the repeat interview was dependent on 
voluntary turn up of the participant and we could not follow them up by phone for safety 
reasons. Contributions from participants are anonymised to avoid recognition. 
4.11.4 Data storage 
The details of interviewees were stored securely and separately from transcripts and tapes. 
Tapes and hard copies of transcripts were stored in a locked cupboard and transcripts were 
protected by a password only accessible to the researchers.   
4.11.5 Confidentiality 
There are some confidentiality issues that are specific to FGDs as participation may involve 
some loss of privacy and confidentiality due to over disclosure.  In addition, maintenance of 
confidentiality usually falls outside the jurisdiction of the researchers as some participants 
may go out and gossip about the things that have been said in the group 
396, 397
. In spite of the 
inherent weakness of FGDs highlighted, the researchers were strict to observe ethical 
principles to minimise the harm participants would have experienced by volunteering to 
participate in this study. At the beginning of the FGDs, the moderator together with 
participants agreed on norms that would enhance confidentiality. Participants were informed 
to treat focus group discussions as a public meeting and   say the only things that they were 
comfortable to say. The moderator actively discouraged over disclosure in the focus group 
discussions by reminding participants from time to time that discussions are meant for 
general discussions, and gave opportunity for participants to be listened to as individuals 
through arranging IDIs at a future date. In one of the rural FGDs with women, a participant 
gave the researcher her phone number so she could be contacted following the FGD.  
Debriefing meetings were held with participants and referrals for counselling were offered 
but none in the FGDs required those services.   
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4.11.6 Revelations of child abuse 
Participants were also informed that confidentiality would be breached in two exceptional 
cases. First, if a case of current or ongoing child sexual abuse was reported on the basis of 
evidence or first-hand experience. This was because the law requires mandatory reporting of 
abuse cases of children under the age of 13.  Second, if an interviewee reports a serious and 
credible threat to their own life or the life of others, these cases were to be reported to police. 
In the conduct of this research there was one reported case of child abuse: a girl with learning 
difficulties, who was aged above 13 had been abused and made pregnant by her uncle and 
most recently by her step -father. The researcher was not obliged to report the case because it 
had already been brought to the attention of the police. The researcher followed the issue with 
police to find out what they were doing since there seemed to be some a lack of action from 
police.  
A second case where children were affected, involved a young girl aged ten with two other 
siblings. These children, especially the young girl, showed signs of Post-Traumatic Stress 
Disorder (PTSD) resulting from physical abuse and psychological trauma resulting from 
rejection by her father.  The perpetrator was serving a prison sentence for severe domestic 
violence abuse of his wife. The researcher engaged the services of a registered psychiatric 
nurse trained at master’s level with trauma and PTSD counselling skills to assist the family.  
All the children and their mother attended five sessions.  The mother initially had refused to 
attend services for herself because she felt that she had received enough support from various 
people including her church leadership but accepted to enter into counselling for the sake of 
her daughter who she felt was severely traumatized by her father’s actions. She felt that she 
had greatly benefited because the counselling sessions were different from what she had been 
exposed to previously.  
4.11.7 Risks of harm to researchers 
Hearing distressing stories about abuse can result in increased distress and burn out in the 
researchers.  Frequent meetings were held between researchers for debriefing and also for 
providing support to the researchers. The main researchers also maintained frequent contact 
with the local and main supervisors for support. A supervisor also visited the main researcher 
in the field to offer support.  
123 
 
4.11.8 Risks of harm and distress to participants 
Researching domestic violence poses extra safety issues in addition to those inherent in 
research dealing with human subjects. Participants together with researchers are at risk of 
both physical and psychological harm from retaliatory actions from the perpetrator and/or 
judgemental attitudes by other social actors such as other family members or community 
members, and exposure to or re-living traumatic experiences.  To ensure that the risk of 
exposing participants to harm was reduced, the study adopted the WHO guidelines 
398
. The 
study was known as “family conflict and health study” to gate-keepers in the community for 
obvious safety reasons of the participants. The name “family conflict” closely reflected the 
issues of concern in the study.  Gate keepers were informed that only one person in a 
household can be eligible to participate in the focus group discussions. In addition, male 
focus group discussions were conducted from different communities to women focus group 
discussions.  However, the real contents of the study were communicated to participants at 
the time of obtaining an individual informed consent. This was important as telling the truth 
about the study is an important aspect of getting an informed consent from the client.   
A dummy topic guide was formulated so that the researcher can switch to it if somebody 
interrupts them during the data collection process.  Researchers were trained to stop the 
interview if interrupted and leave the scene if the situation appears risky.  The researchers 
worked in pairs and had a vehicle and driver on visits to communities.  Security was also 
considered in choosing a location for interviews with survivors (e.g. a private room in the 
researcher’s workplace was used when acceptable to participants) and private place for FGDs 
in the community selected by community leaders. In one incident, a female survivor sent a 
message that she failed to come because somebody had reported to her husband that she saw 
her with a research nurse.  She did not report any violence but felt it was safer for her not to 
be seen again.  
In IPV research there is a risk of  ‘re-traumatisation’ of respondents and traumatisation of 
researchers as violent experiences are recounted.  The interview may cause an interviewee to 
relive painful and frightening events, and this in itself can be distressing. The researcher had 
made contacts with GBV service providers in Blantyre prior to data collection from survivors 
and community members. She established relationships with these organisations and assessed 
their willingness to receive and assist women referred to their agencies.  Where services were 
not readily available a concerted effort was made to provide temporary counselling services 
for women who needed such services, including paying for trained psychological support 
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from nurses. An assessment of the immediacy of the need was made by the researcher and 
services were organised with urgency where necessary. No referrals were made from FGDs.  
Referrals from IDIs are discussed below.  
The researcher used a research assistant with counselling skills and experienced psychiatric 
health nurses for confidentiality purposes but also for their skills.  Researchers were trained 
to observe for signs of emotional upset (such as crying, withdrawal, silences etc) and when to 
stop the interview and give time for the participants to recover.  Then participants were given 
an opportunity to choose whether they would like to continue, postpone or stop the interview. 
The interview continued only when the participants were willing to do so. Basic counselling 
skills were used to support clients.  In addition, a contingency plan was built into the budget 
to cater for return visits for uncompleted interviews.  Researchers routinely encouraged 
supportive reflection on the impact of the interview at the end of each interview.   
Researchers also made themselves available to be approached after FGDs and one woman 
approached in this situation.  
Apart from measures taken by the researcher to ensure the safety of the participants, the 
participants were also informed of the need to keep the contents of the interview secret for 
their own safety. Information was given to all participants about counselling services 
available and contact details of the researcher for further details. Participants were also told 
of their freedom to decline to answer any questions that make them feel uncomfortable.  All 
survivors were offered the opportunity for counselling. None of the male survivors accepted 
the offer. Five of the seven female survivors received some form of support. Three of the 
survivors attended one session each with psychiatric nurses. One failed to report for the 
second session because a neighbour reported to her husband that she had seen her with a 
research nurse but no violent incident was reported. The remaining two said they were 
comfortable because they had received spiritual counselling and were relying on prayer.  One 
of the women survivors had received five sessions together with her children who were also 
traumatised. The remaining two met with the researcher on several occasions and difficulties 
arose over the delineation of role as the sessions became more involved and required 
professional counselling support. See section on reflexivity (section 4.12.3). 
4.11.9 Training of research team 
In addition to the training on distress the research assistants were trained on gender and GBV, 
in addition to ethical issues in domestic violence research and basic qualitative skills. This 
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was done over three days to help research assistants better understand the field under study 
and also to appreciate the nature of the study. The training included field testing. Negative 
attitudes towards IPV were emphasised to help them to deal with their own prejudices as 
these may have impacted on the quality of data collected. The lead researcher made a careful 
selection of the research assistants such that only those passionate about the topic were 
picked.  The potential risks involved in the study for both the participant as well as for their 
own risk were discussed.   
4.11.10 Compensation for participant’s time and costs 
Apart from gaining approval from ethical review bodies, feminist researchers have argued 
that an ethically sound research should include some token of appreciation for participants 
time and taking part in the research 
399
. From this viewpoint, tokens are viewed as benign in 
themselves 
400
, as they are seen as a way of overcoming  some of the power imbalance 
between the researcher and the researched so that the former isn’t the only one in the 
relationship to benefit directly 
399
. The researcher shared a common view with the above. 
However, the tokens for participants for both in-depth and focus groups were those deemed 
appropriate in the Malawian context, sufficiently small as not to raise unsustainable 
expectations in future research activities, for example, refreshments (soft drink and a snack) 
and transport reimbursement where  applicable.  In our first interviews women requested that 
instead of giving them a drink and a snack we should give them an equivalent so they can buy 
(matemba) small fish and eat with their children.  We felt that their cause was justified so we 
opted for giving them money as a reimbursement for their time. 
4.12 Trustworthiness of the data 
Several frameworks for ensuring trustworthiness in qualitative research exist but Guba’s 
constructs of credibility, transferability, dependability and confirmability 
401
 form a 
framework for this study. Credibility is critical to establishing trustworthiness in qualitative 
research, and deals with the question “How congruent are the findings with reality?”  It is 
closely linked to the other methods of ensuring trustworthiness
402
.  
4.12.1. Steps taken to ensure trustworthiness 
Several steps were taken to ensure trustworthiness.  
Focus groups were audio-taped with participant consent and conducted in the vernacular 
(Chichewa). Audiotapes were transcribed in Chichewa by whoever moderated the session and 
translated into English by the main researcher. A sub-sample of translated transcripts were 
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translated back into Chichewa by an independent translator and compared with the originals 
to check for any problems in translation.  
The study used FGDS and IDIs, which are both well-established methods in qualitative 
research and have been used to investigate issues related to IPV and other sensitive topics 
(see methods).  Community FGDs were carefully disaggregated into participant types and 
separated in time and place.  For HCW FGDs there were no observed differences between 
mixed and non-mixed FGDs in terms of group dynamics.  HCWS were able to interact well 
during the discussions despite the sensitivity of the topic.   
The study used triangulation through multiple data collection methods and data sources 
(types of respondents) – for example by including both young men and women in the study as 
well as older community members and health care workers in separate groups.  This was a 
deliberate strategy of incorporating multiple different sources to increase validity and reduce 
inherent biases 
403, 404
.  
The study was led and conducted by experienced Malawian researchers, conversant with 
cultural norms and probing for more information.   
The insights from peer debriefing with research assistants and review of transcripts by 
independent researchers and supervisors in Malawi and UK familiar with gender and IPV 
issues were incorporated in analysis. 
Findings were presented, discussed and validated at a multi-sectoral stakeholder workshop 
where additional feedback was incorporated into the analysis.  
4.12.2 Addressing possible constraints to trustworthiness 
Research on IPV raises specific potential constraints to trustworthiness. The potential for 
non-disclosure of violence is generally recognised as a greater risk factor affecting validity in 
domestic violence research than the potential for over-reporting. This is not unique to 
violence research but applies almost too all research studies that deal with sensitive issues. 
There are several factors identified in literature that affect disclosure and these include the 
contexts in which research is being conducted, the time the interview is taking place and also 
the absence or presence of other people. Privacy is very important and as well as the attitude 
of the researcher and the sex of the interviewer 
405
.  
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The study facilitated open discussion by: establishing rapport through multiple interviews; by 
being sensitive to the gender issues (the research team were comprised of both male and 
female researchers so that the sex of interviewers and interviewees/FGD participants were 
matched to facilitate open discussion).  This was adhered to during the fieldwork except for 
health care provider’s interviews, which involved mixed groups and were facilitated by 
female researchers. All female community interviews were conducted by female researchers, 
but three of the five male survivors opted to be interviewed by the female researcher.  They 
said, they recognised that the gender violence agenda in Malawi is driven to a larger extent 
by women and do not take into account the concerns of men so they wanted to talk to a 
woman so she can hear what men are experiencing from the hands of fellow women. It was 
hard for the researcher to envision the type of conversation and there was a potential concern 
about ethics. However, considering the principle of autonomy, the researcher proceeded and 
interviewed them; the interviews were successful and elicited rich information.  
Training of the research assistants and particular ethical developments was discussed in 
section 4.11 above.  Additionally repeated interviews were offered to some survivors to 
overcome constraints around trustworthiness, provide a more supportive environment 
promoting disclosure and minimise any distress of prolonged interviewing.   
4.12.3 Reflexivity   
Reflexivity is particularly valuable to qualitative research because it brings honesty to the 
fore, asking us not to feign objectivity or reach post hoc conclusions but to acknowledge that 
multiple factors, including our personal narratives, shape the data we produce and our 
interpretations 
406
.  The researcher as an instrument in qualitative research needs to recognise 
that they bring their own values, beliefs, knowledge and experiences into the research process  
to help level the playing field 
406
. Maxwell identifies three kinds of goals for doing a study: 
personal goals, practical goals, and intellectual goals. Personal goals are those that motivate 
the researcher to do the study; they can include a desire to change some existing situation, a 
curiosity about a specific phenomenon or event, or simply the need to advance your career. 
These personal goals often overlap with practical or research goals, but they may also include 
deeply rooted individual desires and needs that bear little relationship to “official” reasons for 
doing the study. Maxwell emphasise the importance of reflecting on these and to take account 
of the personal goals that drive and inform the research. This does not mean eradicating or 
submerging the personal goals and concerns, as attempting to do so is unnecessary.  He calls 
upon qualitative researchers to think about the best way of dealing with their consequences as 
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they may have profound influence in the selection of the research topic issue or question and 
over the selection of the qualitative method as a mode of enquiry
359
. 
This then brings me to the genesis of my study.  In the rest of this chapter I have used the 
term ‘the researcher’ to refer to myself, but for the purposes of this section I will revert to the 
first person since this seems most appropriate term for a reflexive discussion of positionality. 
The idea for the present study can be traced back to 2006, when I wanted to explore the link 
between HIV and violence. I had just finished a module on health effects on domestic 
violence in my masters of women’s health programme. It was the first time that it emerged in 
me that the effects of Domestic Violence (DV) are often neglected. I expressed my interest to 
conduct the study. One of the senior lecturers, who had just returned from a WHO expert 
meeting on gender, supported the proposal highlighting the paucity of information in sub-
Saharan Africa. Unfortunately, my supervisor then did not support the idea fearing non-
disclosure. In the end the HIV component of my study was retained.  This did not quench my 
personal goal of wanting to know more about the subject. First because I had encountered 
women with miscarriages disclosing abuse but did not know how to deal with them apart 
from listening and feeling sorry for them. Secondly, I would consider myself as an insider 
because I grew up with my grandparents and my grandfather used to be aggressive once he 
got drunk. I could not understand why my grandmother got stuck with this man when all his 
children including us (grandchildren) were fed up and wanted him chased out of our 
grandmother’s village (I was brought up within the matrilineal family structure). I wanted to 
know why men abuse the very same women they professed to love.  At this point my 
personal and practical goals converged.  However, the practical and intellectual goals 
superseded the personal goals because I wanted to explore the link between HIV and 
Violence based on gaps identified in the literature. 
An opportunity to pursue my goals were realised when I was given a scholarship to study for 
a PhD. I consulted a senior member of staff with regards to government priorities.  They had 
just finished revising the National Sexual Health and Reproductive Rights policy and told me 
that they have identified a big gap in terms of gender violence issues in health. There was no 
research or publications on the topic. I was convinced it was confirmation for me to do the 
study.  I went back and checked whether this was a thematic area for my potential funders 
and realised it was so I developed a concept note.  My topic evolved as the research 
progressed and informed by literature I ended up with an intellectual goal of exploring health 
care service responses.  I returned to Malawi in December geared to start fieldwork in 
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January but the main fieldwork did not begin until April 2011 due to logistical problems. 
Reactions from informal talks with colleagues over the research topic revealed attitudes that 
created uncertainty about the outcome of my study and reactions I was likely to meet during 
field work. In one conversation a colleague sarcastically in local language said “ee!! Nkhanza 
zomwezi,” meaning “why bother, is this an issue?”.  A senior member of staff asked, “are 
you sure this is an MoH priority?” This sounded like an intellectual question, reminding me 
to reflect on the goal behind my research.  On the other, I felt this could also have been a 
polite way of saying IPV is a non- health issue.  Some asked, “do you intend to continue 
working with the nursing college after your study? You will need to start a Non-governmental 
Organisation to help these people better”.  During one of the interviews a health provider 
asked, “why are you asking about violence that happens in the home, why not study violence 
in health services?” (she then narrated a story of abuse in the hospital).  Engaging with 
different people made me aware of what to expect in the field, and prepared me to devise 
means of overcoming potential obstacles in my study.    
My previous knowledge of researching sensitive issues, my experience of conducting 
qualitative research and my background as Malawian served as a foundation for collecting 
rich data.  I was well versed with the protocols required for community entry, and the 
appropriate mode of dressing that would reduce power differences between the participant 
and the researcher. Prior experience in dealing with community members increased my 
sensitivity towards the research participants and prevented me from making premature 
judgements, imposing my personal views and opinions on the responses made.  I was able to 
encourage the participants to realise that they were experts in the production of knowledge 
and that the role of the researcher was to learn from them.  I am an introvert, but highly 
respectful of other people and their opinions.  Although being an introvert may appear on the 
outset as a disadvantage in engaging with people it has proved to be a very helpful 
characteristic for a qualitative researcher.  As an introvert, I am a very active listener and talk 
only where necessary.  This worked to the advantage because participants were allowed to 
express themselves fully without much disturbance from me as a moderator.  This is 
illustrated by the richness of the data generated in FGDs with young people.   
My listening skills also caused challenges for me as many of the women (in particular) 
interviewed wanted to come back for more interviews, which they perceived as counselling 
sessions. Even after finishing the audio-taping they would continue to share counselling 
issues, make requests for help and referral risks becoming dependant in some instances. It 
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was very difficult knowing how and when to set boundaries (see section 4.11 on ethical 
issues).  
My own experience as a mother of teenage girls proved to be an asset in understanding some 
of the language young people use in describing their relationships.  In addition, my 
involvement in the Student Christian Organisation facilitated easy communication with 
young people.  The potential negative influence of hierarchy and my position as nurse may 
have influenced the support I received from nurses as they perceived the research as their 
own. Some of the nurses commented during the FGDs that, “this is what we would like to see 
continued, having nurses doing their own research”. The study had very few doctors 
participating because it was difficult to fix appointments with them due to tremendous 
shortage of personnel. No health centre is run by doctors; however, I do not rule out the 
influence of the gender dynamics prevalent in health services on my ability to recruit male 
doctors. Nonetheless, doctors, and directors of central hospitals contributed to the validation 
workshop (see section 4.12.1).  Interviewing policy makers at National level was made easier 
with the collaboration with UNICEF (who had come in part way through the study and 
funded an expansion of its scope in assessing health sector responses) and the letters of 
introduction provided by the MoH NCD.  
Both ‘insider’ and ‘outsider’ views can be helpful in understanding data in different ways.  In 
this study I generally considered myself as an insider from the perspective that I am 
Malawian conducting my study in Malawi.  I was also an outsider geographically, based on 
my educational level and income.  I also consider my supervisors as outsiders.  What shocked 
me from the data was not what shocked my supervisors. For example, I was concerned with 
the most severe forms of IPV manifested in the study, yet they were disturbed by the 
widespread normalisation of violence. Having my supervisors read some of the transcripts 
helped to bring in a balanced analysis to the problem under investigation.  
4.13 Summary 
This chapter has presented the research design, theoretical perspective guiding the study, 
research methodologies, sampling methods and selection procedures, analysis, ethical 
considerations, and trustworthiness.  The chapter also highlighted the positionality of the 
researcher as the ‘research instrument’.  The study employed a descriptive interpretive 
situation analysis to explore perspectives on IPV and health care services with multiple 
sources of data.  The study was largely qualitative with a limited, small-scale quantitative 
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sub-study that involved reviewing hospital registers. The results are presented in the 
following three chapters.  
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Chapter 5: Analysis of the legislation and policy environment governing health sector 
responses to violence  
Introduction 
This chapter presents a critical analysis of the legislative and policy environment and 
frameworks governing the health sector’s response to violence against women and children.  
The critical analysis considered the documents in terms of their area of focus, definitions and 
the roles and responsibilities of different sectors as they are outlined in theory.  Some 
potential gaps and areas of conflict were identified.  This assessment combines the analysis of 
the gaps within the legal and policy documents with qualitative research findings drawn from 
interviews conducted with communities, key informants, health care workers (HCWs) and 
other stakeholders.  The whole range of qualitative data collected (see chapter 4) was 
included in the analysis if discussion was coded as being relevant to the legal and policy 
analysis.  Participants in community FGDs, HCW interviews and FGDs and KIIs with policy 
makers were all asked whether they were aware of the documents and whether they found 
them to be useful, user-friendly and relevant to the problems of violence against women and 
children they encounter as part of their work (see chapter 4).  For clarity the findings are 
presented as:  
The legal framework: international conventions and Malawian law 
Health sector policies including guidelines and protocols 
Current health sector strategies including national plans, frameworks and sector wide 
approaches 
In the qualitative analysis findings are presented on the perceptions of stakeholders from 
different levels and sectors of the system (beyond the health sector) to give a comprehensive 
assessment of the perceived utility of the documents from a variety of perspectives.   
5.1 The legal framework: international conventions and Malawian law 
Malawi has ratified several major international, regional, and sub-regional human rights 
instruments that protect the human rights of women, children and of persons living with HIV 
326
. See table 5.1. 
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Table 5.1 International and regional treaties and conventions ratified by Malawi 
Convention/treaty  
(references in brackets) 
Description Year 
ratified    
The Convention on the 
Elimination of All Forms 
of Discrimination against 
Women (CEDAW), 1979.   
 
The Convention requires that countries take all appropriate steps to 
end discrimination against women in all forms and to incorporate the 
principle of equality of men and women in their legal system 
407
.   
1987 
Optional Protocol to the CEDAW. By ratifying this, Malawi 
recognizes the competence of the Committee on the Elimination of 
Discrimination against Women to receive and consider complaints 
from individuals or groups within its jurisdiction 
408
.   
2000 
UN Convention on the 
Rights of the Child 
(CRC), (1989)  
A comprehensive human rights convention on child rights which is 
supplemented by the International Covenant on Civil and Political 
rights (ICCPR) (1966) and the African Charter on the Rights and 
Welfare of the Child  
1991 
Human Rights Conference 
in Vienna 
409
. 
States that Gender-based violence and all forms of sexual harassment 
and exploitation, including those resulting from cultural prejudice and 
international trafficking, are incompatible with the dignity and worth 
of the human person, and must be eliminated. This can be achieved 
by legal measures and through national action and international 
cooperation in such fields as economic and social development, 
education, safe maternity and health care, and social support 
1993 
International conference 
on Population and 
Development –410 
Aims at empowering women and improvement of their status and for 
the state governments to develop policies and laws that better support 
the family, contribute to its stability and take into account its plurality 
of forms 
1994 
African Charter on Human 
and Peoples’ Rights.  411.  
The protocol includes articles on the rights of women in Africa: the 
rights to life, integrity and security of the person, elimination of 
harmful practices such as FGM, and health and reproductive rights 
1989. 
 SADC protocol on gender 
and development (1997) 
and its addendum on 
women and children rights 
(1998) 
412
 
States that all countries shall enact and enforce laws against all forms 
of GBV by 2015; all perpetrators shall be tried by court of competent 
jurisdiction and be offered social and psychological rehabilitation. 
Accessible, effective and responsive police and specialized legal and 
health services among others 
1997 
United Nations 
Convention against 
Transnational Organised 
Crime.   
Is a protocol to prevent, suppress and punish trafficking in persons, 
especially women and children 
2000 
Rome statute of the 
413
   
The statute defines rape, sexual slavery, enforced prostitution, forced 
pregnancy, enforced sterilisation or any other form of sexual violence 
of comparable gravity as a crime against humanity 
2002 
International Covenant on 
Civil and Political 
Rights
414
. 
Clarifies that no marriage shall be entered into without the free and 
full consent of the intending spouses. States Parties shall take 
appropriate steps to ensure equality of rights and responsibilities of 
spouses as to marriage, during marriage and at its dissolution. In the 
case of dissolution, provision shall be made for the necessary 
protection of any children 
1993 
International Covenant on 
Economic, Social and 
Cultural Rights 
415
 
This states that it is the  right of everyone to the enjoyment of the 
highest attainable standard of physical and mental health 
1993 
SADC Protocol on Health  
416
 
This states that member states shall co-operate to promote a public 
health approach to the prevention of violence, particularly domestic 
violence, and road traffic accidents 
2000 
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5.1.1   Domestication of international instruments  
For citizens to use the international instruments once they have been ratified there is need by 
the Malawi government, through Parliament, to re-enact them into local law (domestication) 
and this remains a challenge in Malawi 
371
.  For example, Malawi has failed  to increase the 
minimum age for marriage to the age of  18 as recommended by both the Committee on the 
Rights of the Child (CRC) and the Committee on the Elimination of Discrimination against 
women (CEDAW)  
371
.  Thus only some aspects of the international human rights obligations 
are reflected locally. The two most important pieces of domestic legislation in relation to 
violence and human rights are the Constitution and the Penal Code. The Constitution offers 
broad protection against the violation of the rights of women and children whereas the Penal 
Code criminalises conduct that undermines or infringes those rights.    
The Malawi Constitution (1995) as amended by the Constitution (Amendment) Act, 2009 is 
the supreme law of the land.  Section 12 (1) (d) and (e)  recognizes the inherent dignity and 
worth of each human being and gives equal status to each person before the law.  The specific 
rights of women are addressed in section 24.  Women in Malawi have the right to full and 
equal protection by the law, and have the right not to be discriminated against on the basis of 
their gender or marital status.  Policies on domestic violence, maternity benefits, economic 
exploitation, rights to property and security are addressed under section 13 (a).  The 
Constitution also provides under section 22(8) that the State shall actively discourage 
marriage between persons where either of them is under the age of 15 years.  Marriage is 
allowed with parental consent from the age of 15 and without parental consent for individuals 
who are 18 and above (section 22 (7) of the Constitution).   
The Penal Code (1930) as amended by the Penal Code (Amendment) Act, 2009 is an Act of 
Parliament that establishes a code of criminal law, setting out offences and punishments and 
reflecting the values of the Constitution.  Under the section which outlines offences against 
morality, the following crimes are defined:  
Crimes against women and girls defined in the Penal Code 
1. Rape and indecent assault ‘Any person who has unlawful carnal knowledge of a 
woman or girl, without her consent, or with her consent if the consent is obtained by 
force ...shall be guilty of the felony termed rape’.  Indecent assault of females is the 
term for sexual assault that does not involve vaginal penetration and ‘any person who 
unlawfully and indecently assaults any woman or girl shall be guilty of a felony.   
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2. Defilement of girls under sixteen years of age.  ‘Any person who unlawfully and 
carnally knows any girl under the age of sixteen years shall be guilty of a felony’...  ‘it 
shall be a sufficient defence to any charge under this section …that the person so 
charged had reasonable cause to believe and did in fact believe that the girl was of or 
above the age of sixteen years.’ 
3. Incest in Malawi applies only to the abuse of girls.  It states ‘Any male person who 
has carnal knowledge of a female person, who is to his knowledge his grand-daughter, 
daughter, sister, mother or grandmother, shall be guilty of a felony and shall be liable 
to imprisonment for five years: Provided that if it is alleged in the information or 
charge and proved that the female person is under the age of sixteen years, the 
offender shall be liable to imprisonment for life.’  Once above the age of 16 the girl or 
woman involved in incest is also considered a perpetrator:  ‘Any female person of or 
above the age of sixteen years who with consent permits her grandfather, father, 
brother, son or grandson to have carnal knowledge of her (knowing him to be her 
grandfather, father, brother, son or grandson, as the case may be), shall be guilty of a 
felony and shall be liable to imprisonment for five years.’ 
Crimes against boys and men defined in the Penal Code 
1. Indecent assault of boys under 14 states that ‘any person who unlawfully and 
indecently assaults a boy under the age of fourteen years shall be guilty of a felony 
and shall be liable to imprisonment for seven years, ’ 
2. Indecent practices between males are described as ‘acts of gross indecency’ and 
considered felonies.  These are not further defined.   
Statutory protection for women in Malawi is further outlined in a relatively recent Act of 
Parliament: The Prevention of Domestic Violence Act (PDVA 2006).  . The purpose of this 
Act is to ensure the commitment of the state to eliminate GBV occurring within domestic 
relationships, and to provide for effective remedies and other social services. There is no 
Sexual Violence Act in Malawi which brings all these issues together into one coherent and 
consistent document and the PDVA does not detail sexual offences.   
The national laws, including the Constitution, do not have a consistent definition of a child. A 
child can get married at the age of 15 years with parental consent.  yet is defined in the 
Constitution as being a person less than 16 years.  Defilement, rape, and incest are defined as 
crimes in the Penal Code as crimes against girls and women with defilement being sexual 
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abuse of a girl child under 16 years.  Indecent assault is not defined in detail but covers girls 
and women as well as boys less than 14 years.   
Domestic violence is defined as any criminal offence arising out of physical, sexual, 
emotional, psychological, social, economic or financial abuse committed by a person against 
another person within a domestic relationship.  Physical abuse means any act or omission 
which causes or is intended to cause physical injury or reasonable apprehension of physical 
injury. Sexual abuse includes sexual contact of any kind that is made by force or threat and 
the commission of, or an attempt to commit, any of the offences under Chapter XV of the 
Penal Code. The other forms of violence are not defined.  A domestic relationship is defined 
as being between two persons who are family members and share a household or residence, 
or depend on each other socially or financially, and includes a husband and wife; a person 
who has a child in common with the respondent; a parent and child or dependent; and 
individuals who have been in a visiting relationship for a period exceeding twelve months.  
Thus domestic violence is defined by the intimacy of the relationship between individuals 
(including sexual partners and dependants).  Former partners are not included in the 
definition.   
5.1.2 The theoretical duties of care that are enshrined in law 
The PDVA outlines the duties for different sectors and stakeholders in relation to domestic 
violence. It states that every member of the society has a responsibility to report committed or 
suspected acts of domestic violence to relevant officers.  It defines a service provider as “any 
person or body of persons approved to provide assistance to survivors of domestic violence, 
and includes the police, community policing forums, faith-based organizations, Government 
institutions, non-governmental, voluntary or charitable organizations”.  However, it 
stipulates only the duties of police officers (section 34) and of enforcement officers who are 
public officers from Ministry of Gender Affairs (section 32).  Every police officer has the 
responsibility of responding to every complaint of alleged domestic violence regardless of 
who the complainant is and to complete a domestic violence report for the national register.  
The duties of Enforcement Officers are: according proper treatment and providing necessary 
assistance to survivors of domestic violence; assisting victims as dictated by their 
circumstances in finding temporary accommodation and medical services; providing access 
to information about services and support and informing the victim of the right to available 
legal remedies.  
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Health services are briefly mentioned in section 33 (2b) of the PVDA where upon the 
judgment of the enforcement officers a victim of domestic violence may be taken to the 
nearest health facility or hospital for medical assistance, giving the duty of arranging for 
medical assistance to enforcing officers.  The duties of health service providers in domestic 
violence prevention, care, support and documentation are not clearly defined in the PDVA 
which is biased towards adults and towards the provision of legal remedies.  In particular, the 
potential psychological effects of domestic violence are not given attention.   
5.1.4 Conflicts and gaps in legislation   
The definitions of rape, indecent assault and defilement are open to some interpretation, 
particularly in the case of married individuals, girls over 13 years of age and boys over 14 
years of age.  These gaps hinge around the interpretation of consent to sex.  Firstly, marital 
rape does not exist in Malawian law as marriage is de facto considered consent to sex.  Stated 
differently, husbands are at law deemed to enjoy perpetual consent from the time of marriage. 
Secondly, while age has been used to define a child for child protection issues various 
inconsistencies exist.  In the Constitution a child is defined as under the age of 16; the PDVA 
defines the child as under the age of 18.  Yet in the Penal Code defilement for the girl child is 
considered to be possible only if a girl is under the age of 16.  A girl aged above 16 is 
considered by the law to be competent of giving consent for sex whilst incompetent for 
consenting for marriage, and a girl of 15 years cannot consent to sex but can be married with 
parental consent.   
The Penal Code is also not gender balanced.  For boys indecent assault covers up to age 14 so 
there is no offence of sexual assault or rape for boys and men over 14, beyond which the boy 
themselves could be considered as taking part in homosexual activity, the punishment for 
which is outlined as a separate offence.   
A final gap is that in giving the power of arranging for medical assistance to enforcing 
officers it has implicitly meant that survivors need evidence of recommendation from these 
officers to show to health services.  This gap creates a procedural and bureaucratic barrier for 
survivors wanting to access health care.  Although the Ministry of Health has taken steps to 
highlight the importance of attending to clients who seek health services without police 
referral in some of its documents, such actions are not currently enshrined in law.   
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5.1.5 Stakeholders’ knowledge of legislation and perceptions of its utility 
Our policy maker, NGO and health care worker interviews revealed that knowledge of 
existing laws on violence in Malawi varied greatly.  On the one hand a minority of 
stakeholders from NGOs, especially those dealing with human rights issues; those involved 
in lobbying government and those with a law background had comprehensive knowledge and 
were articulate regarding legal provisions and challenges of implementing the law. On the 
other hand the majority of participants could hardly say what the laws were about as this 
quote illustrates:  
“Eh! Ha! (Sighs) there was a document concerning that but I don’t real know what it 
says.  There is a document on GBV but I am not sure of what it says” (City of 
Blantyre, KII)  
The degree of legal dissemination, awareness and implementation was found to be limited.  
Community members, public officials and stakeholders working in gender services all agreed 
that accessibility to the law is limited due to lack of awareness.  This did not only apply to 
women living in the rural areas but also among the city dwellers. Limited gender violence 
activities and assumptions that the city are more educated and have many sources of 
information was perceived to be one reason why dissemination of the law in the city was low.   
Even service providers who are supposed to be in the fore front advising people regarding the 
law seemed to have limited knowledge and reference material  
“We haven’t had a chance to scrutinize it properly (laughs). They told us we are 
going to receive one but we haven’t ... we are just told in workshops. It has not been 
issued to us but from what we have been told in workshops there was no mention to 
that effect” (Small group, police) 
Stakeholder interviews revealed that the PDVA was perceived to be a useful piece of 
legislation by those who were aware of it, although difficult to apply. One participant 
indicated that the PDVA has helped to clarify the role of police in domestic violence issues. 
The police were now attending to domestic violence cases yet previously they were refusing 
to handle domestic violence cases because they claimed that the penal code referred only to 
criminal and not domestic violence cases. The provider also illustrated how the PDVA is 
helping in curbing violence by giving the following example: 
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“The prevention of domestic violence law has had some impact. We have seen 
abusers stopping violence. For example a medical doctor prominent in society was 
abusing the wife. He was served with the protection order and stopped the abuse. 
Later on he kept on asking the wife who is your lawyers? It has some impact.” 
(Female GBV service provider, KII) 
However, the degree of implementation and the challenges associated with implementation as 
well as the level of accountability were thought to be low and instances of enforcement rare.  
Protection orders were felt to be difficult to enforce, often leaving women and children in 
vulnerable positions.  The tenancy occupation clause would see men leaving marital homes 
only to move in with a new partner and leave the family destitute.  Obtaining financial 
support from estranged partners was also seen to be unenforceable.   
A number of practical challenges were mentioned and service providers were left feeling they 
were filling the gaps themselves.  For adults the response was felt to be piecemeal and 
capacity to implement the legislation limited.   
“There is no professional attention given to survivors of violence nor is psychosocial 
counselling, financial or education support provided to the survivors.  Most 
organizations work on assumptions because there is lack of skills in most 
stakeholders.  There is need for a fully   fledged programme to deal with trauma.” 
(Male GBV service provider, KII)  
Some participants explained that the prevention of domestic violence law is limited to 
guiding people on how to prevent domestic violence and not dealing with violence which has 
already occurred.   Participants felt that the law is somehow silent on what assistance would 
be given to somebody who has received domestic violence, especially, where the survivor has 
been disabled due to violence.  
Those more familiar with the legislation indicated that the issue of marital rape has not been 
captured in the law.  Some providers who participated in forums lobbying for marital rape to 
be legislated explained that this was and still is one topic that sparks high level debate, and 
even, divisions or arguments within the circle of NGOs involved in human rights promotion. 
Some noted that even female parliamentarians did not support the idea of criminalising 
marital rape. Others felt that failure to include marital rape was a result of wide consultative 
process conducted by the Law Commission. Most of these arguments were based on the 
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understanding that Malawi is a Christian nation.  However, some noted that there is a toning 
down when such marital rape issues are being discussed these days. More people including 
men are realising that rape does occur in families but they don’t agree with criminalising the 
act.  
There was a general feeling among interviewees that the Malawi government has shown 
intent to end violence in Malawi by ratifying different human rights instruments and 
stipulating specific issues in relation to protection of children and women against violence. 
Service providers rely on the definitions provided by different documents be it international 
human rights conventions even local laws  to determine what form of violence a survivor has 
experienced or determine whether the issue brought before them could be categorized as 
violence or not . However, the major challenge is to ensure that the various conflicting 
aspects in law in Malawi are harmonised and translated into practice.   
“But at the same time the confusion comes in because the laws are conflicting. 
Because this law says the child can get married at the age of 15 years. The other law 
says no; any child below the age of sixteen years when they engage in sexual activity 
with a man then that’s defilement. So it’s also because our own laws are conflicting. 
At the end of the day it’s not clear what law is protecting who” (Female GBV service 
provider, KII) 
Mixed responses were also obtained in community interviews regarding the laws addressing 
rape in Malawi demonstrating a lack of knowledge on the part of the participants, although all 
agreed that there is no law about marital rape in Malawi. They explained that rape in 
marriage is not discussed outside the house.   
“Aah! I can say that may be there can still be differences...  For instance, in case of 
marriage you may rape and you may discuss and it ends there in the house but if you 
rape a person whom you did not marry the issue can reach far.” (Older men FGD, 
urban)  
Some community members, particularly male, were of the opinion that violence laws are 
biased towards women. They said they have never heard a woman being arrested for raping a 
man, yet women do rape boys.  Some participants felt that the major challenge with woman –
boy rape is that a lot of men do not take this form of coercion seriously so they remain silent 
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but acknowledged that if such cases were to be reported then it was likely that the women 
would also be prosecuted.    
The PDVA was said to be hated for making women stubborn 
“To be honest I am against the law of Malawi because our laws favour women very 
much. Women are deliberately becoming disrespectful in the family, or having extra 
marital partners  with the view that if you slap her  she will report about violence 
against women, the man will be put in custody.” (Older men FGD, urban) 
Community members felt that the problem is that the government has not come in the open to 
inform people about the laws regarding violence. One participant said the government is not 
enlightening people with regards to rape laws. People do not know whether forcing a wife to 
sleep with her husband is rape or whether refusing to sleep with a husband is violence.  This 
was perceived to be a burden among people in the rural areas where most of them are 
ignorant about the laws. 
“We have not been reached, we have not been told in the open.  If the laws are there 
they have not been told to us people in the villages that we should know that when a 
woman refuses, or a woman should also see that when I refuse my husband I have 
acted violently against him.” (Older men FGD, rural)  
5.1.6Summary 
This review and interviews with various stakeholders has highlighted gaps and 
inconsistencies in the legislative pieces meant to fight violence which may lead to on-going 
vulnerability of women and girls to abuse and violence.  A number of conflicts and gaps can 
be identified in the legislative environment that undermines efforts to address violence 
against women and children in Malawi.  While there is increasing political support, there 
remains limited research and experience to guide service provision and inform advocacy 
campaigns.   
 5.2 Health sector policies including guidelines and protocols 
This section includes an analysis of the relevant formal policies, guidelines, services delivery 
protocols and training curricula that have MoH recognition.  Documents that relate to 
violence, sexual abuse and reproductive health (including HIV, STIs and family planning) are 
included. The documents described below are presented in chronological order of the latest 
version of policy or guideline.  Where guidance is lacking this is stated.  Where guidance 
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conflicts this is highlighted.  In some instances there may be training manuals but no up-to-
date guidance or policy available and these are taken into consideration as the most up-to-
date protocols.   
5.2.1 Outline and analysis of relevant policies  
The overall national health policy in Malawi aims to raise the health status of all Malawians 
by reducing the incidence of illness and death through developing a sound delivery system 
capable of promoting health; preventing, reducing and curing disease; protecting life and 
fostering general well-being and increased productivity.  Since violence against women and 
children threatens life, well-being and decreases productivity this policy provides over-
arching support for addressing violence issues.  The many health sector and child protection 
policy documents, guidelines and protocols vary in their target audiences, level of detail and 
focus area as regards to violence against women and children.  Included in this analysis are 7 
health policies and one from policing services.  
HIV/AIDS Policy (2003) Chapter 5 the Protection, Participation and Empowerment of 
Vulnerable Populations outlines policy in relation to women and girls (section 5.2) and 
specifies a commitment to protect women and girls from violence and sexual abuse.  It states 
that government, through the NAC undertakes to: (1) protect the rights of women to have 
control over and to decide responsibly, free of discrimination or coercive violence, on matters 
related to their sexuality, including sexual and reproductive health and (2) ensure that women 
and girls are protected against violence, including sexual violence, rape and other forms of 
coerced sex, as well as against traditional practices that may negatively affect their health.  
This document also includes an appendix with proposals for legislative reform to improve the 
rights of people living with HIV and reduce the risk of HIV in vulnerable populations.  It 
proposes changes to criminal laws including the decriminalization of same sex practices and 
prostitution; the revision of the Penal Code to remove the defence of genuine belief in higher 
age in order to protect children from sexual abuse and to make marital sexual abuse a 
criminal offence;  
HIV Counselling and Testing Guidelines are not a single unified document.  Malawi has 
separate guidelines for Voluntary Counselling and Testing (VCT) (2003), for Prevention of 
Mother-to-Child-Transmission (PMTCT) (second edition 2008) and for Provider-Initiated 
Testing and Counselling in Clinical settings (PITC) the guidance is captured in the 2011 
Guidelines for the Clinical Management of HIV in Children and Adults.  Couples 
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Counselling and Testing Training Manuals are based on generic Centre for Disease Control 
(CDC) couples counselling and testing training modules.  They have information on 
counselling skills, on follow up counselling and state that disclosure may lead to violence in a 
minority of cases.  They veer deliberately away from HIV couples counselling being seen as 
marital or violence counselling but include an annex with questions to help counsellors 
screen for intimate partner violence and how HIV Testing and Counselling  (HTC) 
counsellors can identify it although information on what to do next is lacking.   
Sexual Abuse Guidelines (2005) provide a practical handbook with a focus on health care 
workers.  The guidelines focus on sexual assault in adults (primarily women) and children.  
They aim to provide the information on managing survivors, set standards for the provision 
of health care and forensic evidence to survivors of sexual assault and provide guidance on 
the establishment of services for survivors.  They provide a lay summary of the duty of care 
of HCWs in relation to violence.  There are practical suggestions on dealing with survivors, 
including history taking, examination, treatment and follow up.  The appendices have 
flowcharts, checklists and examination records.  The guidelines are being updated to include 
a focus on One Stop Centres (see section 5.2.3).   
Malawi Police Service Community Policing Services Victim Support and Child 
Protection Guidelines (no date on this document) provide guidance on the support and 
care of survivors of GBV, HIV and AIDs related abuses and other human rights violations.  
These were developed as guiding instruments to victim support unit (VSU) officers and other 
interested parties on how to: provide care and support to survivors of GBV, HIV and AIDs 
related abuses, and other human rights violations; to minimize further trauma and distress to 
survivors and maximize efficiency. 
Management of Sexually Transmitted Infections using Syndromic Management 
Approach (third edition 2007) states that one objective of STI services should be to prevent 
and provide support to survivors of domestic violence and abuse.  They affirm the guiding 
principle that all individuals have the right to a sexual life that is free of discrimination, 
coercion or violence.  There is a section in these guidelines that explains how health care 
worker attitudes can be a barrier to good STI services.  This is not extended to reporting of 
violence.  The guidelines have a distinct policy (Policy 3.6) on sexual and domestic violence 
that states that ‘All victims of domestic and sexual violence shall have access to legal 
entitlement under the course of the law, HIV testing, counselling and other support services’.  
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The guidelines give no further practical guidance on how this can be achieved and no 
mention of screening for or reporting of either violence or any suggested referral points.   
National Sexual and Reproductive Health and Rights (SRHR) Policy (2009) builds on 
international agreements and development frameworks.  It has ‘harmful practices and 
domestic violence’ as one of ten policy themes and gives an overall stated goal of reducing 
the incidence of these.  Harmful practices include domestic and sexual violence as well as 
wife inheritance, initiation, dry sex, death rituals and genital mutilation.  It does not spell out 
the details of the SRHR standards and guidelines, but states its close relationship to the HIV 
Policy, the Gender Policy, the STI and Family planning guidance.  The SRH policy aims to 
reduce domestic violence and mentions strengthening human resource capacity to provide 
screening, treatment and follow-up care for victims of violence, including provision of Post 
Exposure Prophylaxis ( PEP).  It also encourages research on the magnitude of domestic 
violence.  The policy outlines roles and responsibilities within each Ministry in the 
government with respect to Sexual Reproductive Health and Rights (SRHR) and clarifies the 
importance of multi-sectoral working.  With respect to violence the responsibilities are: 
Ministry of Health – disseminate relevant guidelines and standards 
Ministry of Education – empower boys and girls to make informed decisions about 
their SRHR 
Ministry of Information and Tourism – raise community awareness of SRHR services 
including harmful practices/domestic violence 
Ministry of Local Government and Rural Development – assist community dispel 
misconceptions and eliminate harmful practices 
Ministry of Women and Child Development – support empowerment of women to 
make informed sexual choices; support advocacy against harmful practices that affect 
women and girls reproductive health; GBV prevention  
Ministry of Youth Development and Sports – raise awareness on cultural practice that 
expose youth, especially girls, to HIV 
Parliamentary Committee on Health – supports enactment of appropriate legislation 
including age of marriage and on violence against women.   
Pre-service Education Family Planning Reference Guide (2010) has been developed to 
assist pre-service health institutions in Malawi in creating, updating, or adapting the family 
planning content of their curricula and individual courses.  Included in this document are 
145 
 
materials that institutions and individual tutors can use to develop technically accurate and 
pedagogically sound lessons on family planning.  This document includes a comprehensive 
unit (unit 2) on gender-sensitive family planning service with training exercises and sessions 
on gender-based violence and its impact on family planning choices
417
.   
Guidelines for Provision of Comprehensive services for survivors of physical and sexual 
violence (One-Stop Centres) in Malawi (2012).  These have recently been finalised and 
provide a detailed operational manual for future establishment of One Stop Centres focusing 
on the sexual abuse of women and children.  They build on the 2005 Sexual Abuse 
Guidelines They outline steps for examination, treatment and support for women and children 
presenting to the centres and provide guidance on documentation and reporting
418
.   
5.2.2 Conflicts and gaps in policy 
While all the policies share a commitment to addressing sexual and domestic violence, details 
and suggestions of how this will be done in practice are scant.  There is no clear outline of 
referral systems and no details of how screening, reporting or Monitoring and Evaluation 
should be undertaken for cases of violence that present to the health sector.  Instead many of 
the policies appear to have been developed by separate vertical programmes with insufficient 
attention to overlap, conflicts and relationship to the national strategy documents and 
frameworks policy.  Since the documents on the whole make limited cross reference it seems 
likely that awareness of the documents that have a definitive protocol and lay out duties in 
relation to the law (such as the sexual abuse guidelines) is limited.  The majority of the 
documents reviewed pre-date the current Malawi health sector strategic plan (HSSP).  The 
delineation between policy and strategy or between policy, guideline and protocol is not 
always clear. In addition the documents raise areas of conflict with Malawian law.  In the 
2005 sexual abuse guidelines (see item 4, Useful Resources, Appendix 1) the definitions of 
rape and sexual assault in adults are based on WHO definitions not Malawian law, whereas 
the definitions for children are based on Malawian law.  The HIV policy has since 2003 
recognised that Malawian law has the potential to increase vulnerability to HIV through 
violence and it is in recognition of this that it calls for extensive legislative change.   
A major cross-cutting policy gap is the lack of indicators for the health sector’s response to 
violence to be measured in a concrete fashion.  Difficulties faced by service providers in 
documenting the evidence are explored in more detail in Chapter 7.  In terms of Monitoring 
and Evaluation (M&E), there is a general need for the health sector to focus on measurement 
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of impact and outcomes, ensuring that hospital statistics are added to the routine HMIS and 
made available, extending the M&E system to monitor quality of care, to complement DHS.  
In the SRH policy the indicators are vague, particularly in reference to domestic violence and 
focus on responding to victims’ physical and HIV prevention needs.  Furthermore, there is no 
specific milestone on prevention of domestic violence as part of health promotion.  The 
lumping together of harmful practices and domestic violence in this policy means potential 
interventions are less able to focus on root cause prevention and there is a tendency for the 
measurable outcomes to focus on harmful practices to the detriment of domestic violence.  It 
outlines multi-sectoral roles and responsibilities but fails to show how these sectors will 
coordinate responses and work together.   
A major concern is the lack of clarity on the roles and responsibilities outlined in policy.  
Taken together these factors make it difficult for service providers to see how they relate to 
each other and what the policy is on violence in these different clinical settings and what their 
particular role is in which settings and who may be accountable for what.   
Some of the confusion over legislative responsibilities in response to rape was clarified in the 
2005 Sexual Assault Guidelines that state that it is not the responsibility of health care 
workers to determine if someone has been raped.  It states that is a legal determination.  The 
health care workers’ responsibility is to provide appropriate care, to record the history and 
other relevant information which can be provided to the police and used in their 
investigations if the survivor requests this.  In many settings it has been routine to request a 
letter from the police before a survivor can be attended to.  The guidelines underline that this 
is not required by law and that insisting on a police letter will cause a burden to survivors 
and unnecessary delays.  It refers this responsibility instead to the Victim Support Unit at the 
police and the Criminal Investigations Department (CID).    
5.2.3 New policy directions and evolution of One Stop Centres 
At the time data were collected for this thesis there was a lack of clarity on the coordination 
of policy development on violence and adisconnect between the theory and practice of new 
policy. Responsibilities are multi-sectoral and involve several Ministries.  The two main areas 
of focus are the strengthening of a network of 300 Victim Support Units (VSUs) and the 
development of One Stop Centres (OSCs).The former are intended to provide support at 
police stations for women and children reporting violence and are coordinated by the Malawi 
Police Service.  The latter are coordinated by the Ministry of Health and are intended to 
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provide comprehensive health, social and police services under one roof, including post 
exposure prophylaxis post rape. OSCs are described in detail in Section 3.7 and are an 
evolving service and policy area that currently has a very limited reach.  Reorganisation 
within the Ministry of Health has seen violence issues become the remit of the Non- 
Communicable Disease Directorate and this in conjunction with the current HSSP is the 
current focus of new policy directions on violence and is intended to cover the whole country 
response.    
5.2.4 Stakeholders perceptions 
Policy and guidelines development is regarded by stakeholders as a sign of commitment of 
the government to taking action on violence and there was a lot of support expressed for the 
concept and practice of One Stop Centres. However others expressed concern that new policy 
and guidelines face challenges in their implementation particularly at district and community 
levels.   
Overall stakeholders and service providers outside of One Stop Centres found it difficult to 
see how the policies relate to each other and what the current policy is on responding to 
violence against women and children in these different clinical settings.   
Dissemination, awareness and implementation of policy 
The degree of policy dissemination, awareness and implementation was found to be 
extremely limited.  The sexual abuse guidelines and protocols from 2005 were found to 
disseminated and used as a reference document in larger hospitals yet, reporting rates varied 
widely as upward reporting was not requested and people were uncertain what to do with 
available data.  Stakeholders also noted that only self-presentations of rape are captured and 
recorded in these records, so even this was likely to represent only a small proportion of the 
burden of disease.  Pre-service training materials for family planning were considered well 
thought through in the area of GBV.  In most health facilities, family planning health 
providers were able to indicate that they keep a lot of health passports for clients who are 
afraid of violence if their husbands realise that she is using family planning methods.  Again 
reporting was not implemented in most settings and awareness was patchy outside of larger 
hospitals.  
The couples HIV testing and counselling participant’s manual encourages screening for 
partner violence if the provider suspects that they might be dealing with abusive 
relationships.  However, this was found to be poorly disseminated and rarely implemented 
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and the ability of the providers to identify abusive situations was limited as the screening tool 
was neither covered in the training on couples HTC nor linked to a functioning referral 
mechanism or to skilled counselling support.  Interviews with policy makers suggested that 
further dissemination of the guidelines for violence outlined in the HSSP is required.  A 
number of the interviewees were unaware that the HSSP contains details about screening for 
violence in the health services.  Some also were unaware that tackling violence had become 
the remit of the Non communicable Diseases Unit which may suggest that health care 
workers at the implementation level also lack knowledge of the guidelines. 
In one of the in-depth interviews, a health care worker demonstrates how trivialised cases of 
violence are in the health care services by explaining how a call for an ambulance from the 
district hospital (for a rape case) would be received.   
If we are to call for an ambulance that we have somebody that has been raped will the 
ambulance come?  Everybody will laugh.  No ambulance can come.  (Male HCW II, 
health centre)  
Other stakeholders indicated that policy documents do not necessarily translate into policy 
action  
“Putting in place a policy doesn’t mean that something’s is going to be done or is 
being done.  We can have a policy stating what we would like to achieve but by the 
end of the day you find that the things that were mentioned are just for the decoration 
of the document to make it look nice”.  (City of Blantyre, KII) 
This chimes with the finding that all available policies were limited in practice by poor 
dissemination, awareness and implementation.  
5.3 Current health sector strategies including national plans, frameworks and multi-
sectoral working  
This section outlines three areas where significant linkages and gaps exist between the health 
sector, government and non-government organisations and agencies and other service 
providers working on violence issues:  
At the national level: policy makers, agencies and donors leading action on GBV (macro-
level);  
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At the district level: One-Stop Centres, district hospital and health centres (meso level)  
At the community level: Health Surveillance Assistants (HSAs) and Village Health 
Committees (VHCs) who work with communities on the ground (micro-level). 
5.3.1 Macro-level  
At the macro (national) level, there is evidence that inter-sectoral linkages are being 
developed between the health sector and other agencies, under the nominal leadership of the 
MoH but with assistance from key stakeholders.  The recent legislative and policy 
developments (section 5.1) are welcomed but much confusion still remains about who exactly 
should work with whom, how a multi-sectoral approach might work, who is responsible and 
who has accountability for the process.  This confusion appeared to result from a combination 
of conflicting documents and limited dissemination of policy.   
Interviews with Ministry of Health policy makers suggest satisfaction among policy makers 
with the fact that the MOH has recently embarked on initiatives to improve its responses to 
violence.  Concrete examples of areas of progress mentioned included the development of 
strategy and policy documents.  Their very existence was seen as a sign of commitment and 
progress.  Participants also felt positive about the development of One Stop Centres.  In 
interviews, UNICEF was specifically associated with the establishment and scale-up of One-
stop Centres:  
“Through UNICEF there are a few One Stop Centres that have been established.  
One is at QECH.  Concurrently UNICEF is arranging to come up seven more centres.  
We hope to adopt that and also learn from other countries as well. ” (Male policy 
maker, KII) 
However, it was also revealed in some interviews that national level coordination is currently 
focused mainly on One Stop Centres and is not linked well with the national planning 
structure to ensure that issues of violence against children are main streamed in health sector 
planning and budgeting.  There are opportunities for broader collaboration within directorates 
in the Ministry of Health, for example with reproductive health unit for sexual violence, HIV 
and AIDs for PEP and HMIS for reporting.  There also needs to be more clarity about where 
responsibility lies for coordinating issues around SGBV. 
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The Non-communicable Diseases and Mental Health Unit 
The Ministry of Health in July 2011 established the Non-Communicable Disease and Mental 
Health (NCD) Unit within the Clinical Services Directorate.  The intention was to cover 
cancer, diabetes, cardiovascular diseases, other chronic illnesses such as epilepsy and a broad 
range of mental health issues including violence and trauma  Part of the mandate of this NCD 
Unit (under the mental health section) is to act as a focal office for dealing with issues of 
violence.  Interviews conducted however, revealed that a number of policy makers within the 
Ministry of Health but outside of the NCD Unit were not yet aware that there is now a Unit 
responsible for sexual and gender-based violence (SGBV) issues.  While the Unit was 
established in July 2011 the interviews were conducted in November and other directorates 
were provided with information on its role. 
Health Sector Wide Approach 
Interviews with key informants highlighted some of the challenges about the implementation 
of the Health Sector Wide approach (SWAp) in relation to responding to violence.  First, the 
health SWAp primarily funds the Essential Health Package (EHP) and violence against 
women and children are not among the conditions covered by it.  Second, not all donor 
agencies fund the health ministry through SWAp and as such SWAp is in turn limited in what 
it can and cannot fund.  Third, budgets are prepared by responsible directorates in response to 
burden of disease as documented by upward reporting and SWAp funds activities according 
to what has been budgeted.  Lack of both a directorate responsible for VAW and VAC and of 
credible reports meant there has until recently been no funding allocated for these.   
“SWAp does not provide funding for violence against women and children.  SWAp is 
a coordinating unit coming from various departments and then SWAp consolidates.  
So you do not expect much from SWAp to say SWAp will take this on board, no...Who 
is going to take it forward or budget if there is no specific department?“ (Male, policy 
maker, KII) 
As a unit we have seen the budget dropping instead of increasing. (Male policy 
maker, KII) 
However, there is an expectation that the establishment of the Non- Communicable Disease 
directorate and the implementation of the HSSP may lead to funding for violence as the 
former takes up its remit.    
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Violence as a national priority 
Despite the overwhelming acknowledgement that violence is a public health problem in 
almost all critical documents governing the health sector in Malawi; it was not regarded as a 
priority public health problem.  Interviewees explained that health services prioritise other 
‘major health issues’ such as HIV, Malaria and Tuberculosis rather than violence.  Interviews 
also revealed that some health care workers regarded violence issues, particularly physical 
and domestic violence; to be under the jurisdiction of the Ministry of Gender.  Others felt that 
it was the duty of the police Victim Support Units and non-governmental organisations.  The 
following narratives illustrate typical comments: 
“Indeed we were supposed to be active in these issues but to be honest with you we 
are not very active.  I feel it’s because of people’s mentality.  There are issues like 
these which people think that they are concerns of the ministry of gender, these cases 
are for gender activists, these are for women activists who advocate for women issues 
or violence issues are for school children.  We haven’t reached the stage where we 
have to recognize that we are in the fore front.  I feel these are inadequately 
addressed.”  (Female policy maker, KII) 
“MOH especially this unit prioritizes maternal mortality.  Others can come as 
complementary to this.  So if we say VAW and VAC [violence against women and 
violence against children] is a priority I think I am not being honest.”  (Male, policy 
maker, KII) 
Focus areas of development partners 
Apart from supporting UNICEF initiatives in the health services, the extent to which major 
health developmental partners were supporting the various Ministries in their duty of care for 
survivors is limited.  Interviews with some donors working in violence-related areas revealed 
that they were more involved with the justice and community organisations than they were 
with the Ministry of Health. It was also revealed in the interviews that various donor 
initiatives work with different departments of the Ministry of Health yet without proper 
coordination.  For example, the nursing department coordinated the prevention of child 
maltreatment programme and the HIV/AIDS unit worked on the One Stop Centres.   
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Whilst health care workers articulated their mandate in terms of treating or responding to 
violence, the health developmental partners were focusing on reducing violence.  One of the 
developmental partners explained why their organisation prioritises prevention of violence. 
“Our primary focus is prevention of violence using the public health Approach 
(PHA).  We emphasise on prevention rather than reacting to incidences.  Reacting to 
violence which has already occurred is an expensive intervention although prevention 
may have a long term health impact. ” (Male health developmental partner, KII) 
Another health developmental partner indicated that it had occurred to them for the first time 
during this interview to realise that health services have the potential for working in violence 
prevention and that this is a gap that has not been covered by anyone.   
“We are on the side of support.  I don’t think we have been involved in any area of 
prevention through primary health care.  This should be an interesting area to look 
at.  Counselling couples who are going to have a baby.  Often violence occurs during 
pregnancy isn’t it? Actually seeing you sitting there this is the first time that it has 
occurred that there is a gap that I don’t think is covered by anyone. ” (Female health 
developmental partner, KII) 
Some stakeholders also highlight the missed opportunities for tackling issues of violence 
within the Ministry of Health.   
5.3.2 Meso-level 
The “meso” level refers to referral hospitals (where One Stop Centres are operating), district 
hospitals and health centres, police, social welfare department and NGOs.  One Stop Centres 
offer opportunities for multi-sectoral linkages as well as for linkages within and between 
health departments at the referral hospitals they are based in.  Interviewees point to the 
importance of links with the police, with other government bodies such as the social welfare 
department and with specific non-government agencies that are outlined in policy documents.  
However, the extent to which these links function effectively at this level with the exception 
of One Stop Centres is not always clear.   
Linkages with the police 
The most consistent link mentioned was with the police; however, health care workers felt 
that this needed to be strengthened. 
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“There is need for proper networking between us and the police and these other 
organisations that deal with violence.  In this network if we could give each other 
feedback, this can help to make this work effective.  I would summarise that collaboration, 
networking and skill acquisition would help very much.” (HCW, FGD, rural ) 
One-Stop Centres create linkages 
The narratives also revealed that services required by survivors were offered in largely 
disparate locations within and outside the health facility.  One Stop Centres offer 
opportunities for multi-sectoral linkages as well as for linkages within and between health 
departments at the referral hospitals they are based in.  Focusing on specialised centres which 
function within hospitals is appropriate given the low reporting of cases of violence at health 
departments.  A visible One Stop Centre can contribute to higher reporting and more 
streamlined referral mechanisms where health workers are aware of the existence of a 
specialised unit for violence issues.  NGO staff however pointed out that lines of 
communication between One Stop Centres and non-government organisations are not always 
effective and can exclude NGOs from contributing to work on violence.  One staff member of 
an NGO working on violence gave the following example pointing to the report circulated by 
the OSC unit: 
“The report circulated by the social welfare office at the one stop centre is only 
circulated to government offices.  NGOs are sidelined.  This limits participation.” 
(Male GBV service provider, KII ) 
It is also important to take into account that the visibility of such a centre could, in some 
cases, prevent reporting where people are uncomfortable with being seen reporting to a 
known ‘violence’ unit. 
Referral mechanisms 
There was some evidence of functioning referral pathways when dealing with child abuse or 
assisting orphans.  The same was not found for the response to IPV among adults.  Even 
health care workers interviewed who had confidently indicated that they refer their clients to 
Non Governmental Organisations or community based organisations, had little idea of 
whether any of the services they told their clients to access actually existed.  This is 
illustrated by the following interview where the interviewee was asked how confident she 
was that such services existed in the communities and admitted referring clients on. 
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“We are not sure but we are certain that they will find assistance in the community 
because in some communities there are child protection workers who care for 
children and we know they will be assisted. ” (HCW II, hospital) 
Outside of the limited network of OSCs the referral mechanisms for rape and domestic 
violence cases described often relied on informal communication between health workers in 
different sections and departments.  Participants also described problems with follow up.  
Referral mechanisms for rape and domestic violence cases described often were between 
police and health care services or vice versa. 
“The first thing that the victims of domestic violence go to is police, get report and 
come to the hospital. The current guidelines are saying that they can come directly to 
the hospital and they shouldn’t be sent back.  We have been sending them back.  In 
fact we didn’t know we are hearing it here for the first time” (HCW FGD, hospital). 
The potential for Social Welfare Officers as referral point persons 
In relation to referral mechanisms for women experiencing violence there was evidence that 
referral pathways exist between the Social Welfare Officers (SWOs) working in the hospital 
and various departments.  There was some evidence of productive referrals within the health 
system: 
“So what we have started here is a multidisciplinary model with the social worker....  
this is somehow the first Malawian child protection officer.  His job is this one stop 
shop and we have a couple of a team of volunteers...from fountains of life rape 
counselling centre.  Again speak to them and police around the area and also 
including the department of public prosecutions and the people from the juvenile 
justice court.” (Policy maker, KII) 
Social welfare officers mentioned receiving referrals from staff working in the gynaecology 
department and other general staff.  They also described reciprocal referral pathways with 
staff from Psychiatric wards.  SWOs also discussed referring to marriage counsellors beyond 
the hospital.  These were considered to be a useful point of contact.  Since they are already 
providing referrals and making use of linkages beyond the health system, SWOs could be 
useful point persons in the development of a referral system.  However, apart from those 
SWOs working in the hospital, social workers were generally perceived as ineffective: 
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“Also go to social welfare have you put them as part for your interviewees? Just find 
out from them because they are not effective but they could be.  Just find out.  They 
are rubbish you know they are not doing anything...but it doesn’t mean that they are 
to be ignored.  I think you need to find out how best they can be useful and why are 
they not useful, what is the problem because nobody knows what the problem with 
those people is.” (Female GBV service provider, KII) 
5.3.3 Micro-level 
At community level, there are Community Victim Support Units (300 of them) at police 
stations. One of the members of the Community Victim Support Unit core team are Health 
Surveillance Assistants. The Community Victims Support Unit generally undertakes 
prevention activities, mediation in case of violence and referral to health facility, police or 
traditional chief. 
Interviews were carried out with Health Surveillance Assistants (HSAs) and members of 
Village Health Committees (VHCs) who work with communities to address specific health 
issues.  In view of their role is important that they are linked to services addressing violence 
against women and that they are able to assist community members in negotiating linkages 
between the health sector, the police and NGOs working on violence, in particular.   
However the VHC members described having difficulties in knowing where to refer cases of 
violence or how to proceed with such cases.  Participants described a lack of a referral system 
between them and the hospital; that they do not share issues on GBV such as number of cases 
and how to handle them, though they meet to discuss other issues such as malaria and cholera 
prevention.  They also said that they are not trained in prevention of violence and sometimes 
when they assist victims they are threatened by their partners (the perpetrators). 
“Although sometimes we refer survivors of violence to the health facility, health care 
workers at the facility do not refer them back to us after discharging them from the 
hospital.”  (VHC FGD, rural) 
Another issue that arose was in relation to the role that community and religious leaders play 
in providing counselling, in particular to women experiencing violence.  While a number of 
the interviewees mentioned that it was common for HSAs, VHC members, health workers 
and SWOs, to recommend that women access such leaders for advice, there is no protocol 
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established for such referrals and it is not known whether religious or community leaders 
would in turn refer women and children to health or social services.   
5.4 Summary 
This chapter has presented an assessment of the legislative and policy environment and 
frameworks governing the health sector’s response to violence against women and children 
with qualitative research findings summarising a wide range of perspectives.  Interviews were 
conducted with community members, with key informants, with health care workers and with 
a range of other stakeholders to elicit their perceptions of the various documents including of 
the multi-sectoral response to violence.   
Section 5.1 involves the analysis of the legal framework.  The analysis revealed that the 
Malawi government has shown intent to end violence in Malawi by ratifying different human 
rights instruments and stipulating specific issues in relation to protection of children and 
women and against violence in its various laws and policies governing the affairs of women 
and children.  However, the major challenge now is that these instruments cannot be relied 
upon by women and children in national courts because, with the exception of some of the 
provisions in them, the instruments have not been domesticated.  The other challenge is to 
ensure that the various conflicting aspects in law in Malawi are harmonised and translated 
into practice.   
Section 5.2 presented an analysis of the relevant formal policies, guidelines, services delivery 
protocols and training curricula that have MoH recognition.  There were a large number of 
policies, guidelines and training materials that touch on the health sectors response to 
violence.  The most useful of these are the specific guidelines for sexual violence, guidelines 
for One Stop Centres and the family planning and couples counselling curricula.  Pre-service 
training materials for family planning were found to be well thought through and detailed on 
GBV.  However all available policies were limited in practice by poor dissemination, 
awareness and implementation with conflicts between documents, lack of funding 
prioritisation and lack of coordinated reporting being cited as key challenges.  
Finally section 5.3 presented the perceptions of linkages between the health sector, 
government and non-government organisations and agencies and other service providers 
working on violence issues.  There is evidence at national level that inter-sectoral linkages 
are being developed between the health sector and other key stakeholders but mechanisms for 
coordination, accountability and reporting need strengthening in order to effectively address 
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violence.  At the district level there was some evidence of functioning referral pathways in 
the districts where One Stop Centres are operational and awareness of the role of One Stop 
Centres and of linkages with police and NGOs.  However, service users were very sceptical 
about the link between police and health services in general and about the response to 
violence in the majority of districts without OSCs in particular.   
Having analysed the legal and policy framework and its perceived utility it is important to 
link this to a better understanding of perceptions and experiences of intimate partner violence 
from the perspectives of survivors, community members and service providers.  This is 
critical in understanding not only how legislation, policy and strategy can be improved but 
also to understanding under what circumstance and why people access and implement the 
services in practice.  Laws and policies will never become living useful documents without a 
deeper understanding of intimacy and of violence in intimate relationships and how this plays 
out in the communities that the health sector is serving.  Chapter 6 explores perceptions of 
IPV in Malawi.   
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Chapter 6:   Malawian Perspectives on Intimate Partner Violence 
6.0 Introduction 
This chapter presents part of the findings of the situation analysis conducted with various 
stakeholders in Blantyre, Malawi.  It seeks to describe the perceptions and experiences of IPV 
as obtained from interviews conducted with policy makers and other stakeholders (see section 
4.6.1), HCWs (4.6.2), with selected individuals referred from IPV services (section 4.6. 3) 
and FGDs conducted with community members (section 4.6.3).  HCWs were included on the 
understanding that they come from same communities as the community participants and 
share the same cultural backgrounds.  Their understandings and perspectives are important in 
getting a deeper understanding of IPV at community level and starting to build a picture of 
the concepts, values and attitudes they may carry to work with them. Sub-sections present 
data organised along the themes generated.  Only heterosexual relationships are included 
since these were the only ones described.  This was due in part to the topic guide and study 
design and in part due to the stigmatised nature of homosexuality in Malawi.  Pre-marital, 
marital and extra-marital relationships were described.  While there are overlapping issues 
these have been presented separately in some sections in order to draw out similarities and 
differences.  Section 6.1 presents types and perceptions of intimate relationships, 6.2 presents 
definitions and perceptions of violence in relationships, 6.3 outlines the perceived magnitude 
of IPV, 6.4 the range of forms of violence, 6.5 presents perceptions of the causes of violence, 
and 6.6 perspectives on violence and health.   
6.1 Types and Perceptions Of Intimate Relationships  
Participants from all methods (interviews and FGDs) described various forms of intimate 
heterosexual relationships in Malawian society.  They also talked about what the cultural or 
personal reasons were for engaging in these relationships and how they might be perceived, 
including negative perceptions and possible links to violence.  Young people, in particular, 
used a range of language in discussions, which evoked both modern and traditional concepts.  
Words used to describe certain aspects of their relationships demonstrated clearly that 
language is evolving and advancing.  For example, language that was used to justify pre-
marital sexual relationships tended to portray modernity as a driving force; using metaphors 
such as computer passwords and contrasting their attitudes with ‘old fashioned’ ones.  This 
communicated that they as youth are living in a different world from their ancestors and as 
such they have new ways of understanding and conducting their relationships.  However, 
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they are not completely divorced from the past.  Words like ‘go-betweens’ ‘mtumiki’ or 
‘mkhalapakati’ refer to established traditions in pre-marital courtship.   
Furthermore, the language used is suffused with traditional cultural gendered scripts; for 
example the importance of ensuring women’s fidelity and the passivity of women’s sexuality 
underlie the metaphors of ‘locking’ women’s sexual availability.  Language used to describe 
pre-marital pregnancy (‘bush’ pregnancy), teen abortions or childbirth out of wedlock and 
cohabiting relationships tended to be derogatory, most often conveying a meaning of lost 
value.  For example young people in this study used the words ‘zape’ or ‘zapezeka’ (‘readily 
available’) to describe girls who had experienced pre-marital pregnancy, denoting them as 
‘easy’ or unworthy of effort.  Laughter was used in various ways in the discussions.  
Laughter, in many cases demonstrated a shared or common understanding.  It was also a sign 
of hesitancy or discomfort.  This was commonly observed in cases where the perceived 
‘ideal’ response (e.g. in the eyes of the moderator or other participants) seemed to be in 
conflict with the value of the speaker.  In some cases, it was used where the response was 
unexpectedly frank, such as the girl explaining the dilemma around HIV testing following 
rape.  In general, a sense of humour generated by the discussions helped to propel the 
discussions of this rather difficult topic forward, and signalled young people’s enjoyment of 
the discussions, as expressed in the following quote:    
“When people come, like the way we are discussing today, in this house (privacy), 
they shouldn’t stop.  They need to come frequently so that we can continue 
conversations (need to be heard).” (Young women FGD, urban).  
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Types of intimate relationships described are summarised in Table 6.1.  
Table 6.1: Characteristics of intimate relationships as described in the interviews 
Type of 
relationships 
 Drivers for engaging 
in these relationships  
Status of relationship in 
society/how sanctioned  
Perceptions and links to 
violence  
Pre-marital relationships 
Boy-girl intimate 
relationships 
(‘chibwenzi’) 
Desire to establish a long term 
relationship 
Identity  
Fashionable 
Sense of manhood 
Gives status among peers 
Not sanctioned by wider society 
Very common (fashion) among 
young people 
Empowering (right to choose 
partner)  
Linked to coercive sex and 
sexual initiation  
Student-teacher 
relationships (Inter-
generational)  
Desire for good marks  
Teachers initiate them 
Girls may give a green light 
Perceived to be increasing in 
certain areas and not others  
 
Abusive and disturbing 
especially for school girls  
Abuse of power by teachers 
Ritual/cultural 
relationships 
(‘Kusatsa fumbi’) 
Cultural tradition  
Sexual training for young 
people  
Perceived to be declining in 
some areas; Sanctioned by older 
people 
Abusive  
High risk for HIV 
 
Marital relationships 
Ideal marriages  
 
Maturity 
Children 
Society sanction these 
Have nkhoswes  
Maybe wedded in church or 
traditionally 
 
Peaceful, loving,  caring and 
respectful; Privacy 
Described as non-abusive 
Long term  
Marriage is endurance 
Non-ideal marriages  
Eloped or cohabiting 
marriages 
Presence of pregnancy  
Associated with declining 
morals 
Society does not sanction 
these but recognises them  
No parental or God’s blessing 
No nkhoswe 
Commonly occurring  
To be formalised in the 
proposed new wills and 
inheritance law  
Described by participants as  
‘high motion’ ’hurried 
marriages’,  ’Road marriages’ 
Lack proper  marital 
arrangements  
Not established on love 
High level of violence 
High level of abandonment  
Unstable  
Extramarital 
relationships 
Desire for newness 
Lack of partner satisfaction 
Denial to have sex with 
partner  
Peer pressure 
Weak morals 
Wealth 
Masculinity 
Challenge to partner 
Sign of heroism for the man 
Associated more with men than 
women  
 
Source of problems in marital 
relationships 
Form of violence in itself 
High risk of sexually 
transmitted infection 
 
6.1.1 Young People’s Premarital Intimate Relationships 
Most narratives about pre-marital intimate relationships concerned boy-girl relationships, but 
other relationships were also described.  Boy –girl relationships were described in the young 
people’s community FGDs as being initiated between peers at a young age (between 10-14 
years), are unsanctioned by parents and are held secretly and as such rarely recognised as 
intimate relationships by society and helping organisations    Both female and male youth 
agreed that sexual activity, either consensual or forced, is an inherent characteristic of these 
relationships and an important part of adolescent social identity.  Participants used terms such 
as ‘fashion’, (as opposed to ‘old fashioned’) and ‘habit’ to illustrate widespread sexual 
activity.  Go-betweens (mostly close friends) play an important coordinating role and are 
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trusted with secret information.  The following typically demonstrates that sexual activity is 
wide widespread and accepted as a norm within pre marital intimate relationships 
“The youth have turned sleeping with each other as their fashion.  He will ask you 
that when you were accepting me to become your boyfriend, what you were 
consenting to.  Are you my sister? I thought you wanted this. ” (Young women FGD, 
urban)  
The gendered nature of the perceptions of sex came out strongly.  Male participants felt that 
being in a relationship without sexual activity left them vulnerable as some girls would go 
around ‘spreading news’, questioning the potency of their boyfriend.  Sexual activity was 
viewed as an important strategy for asserting manhood.    
“If you just chat and laugh with her, she tells her friends, he runs away from me, ‘he 
is not a man’. To stop that story you would want to do a good job on her and let her 
say eh! He is a real man (laughing).” (Young men FGD, urban). 
Others explained that having sex with their girlfriend helped them to secure their position 
against competition with other young men - a way of staking a claim and ensuring a girl’s 
loyalty.  They described it as equivalent to a computer password:  
 “Without having sex with a girl, she cannot say that I have a partner.  She may invite 
other people to entertain her... But when you strike your password you are done... 
Even in your personal computer you load in a password that means you have 
launched it (laughing).” (Young male FGD, urban).  
Both boys and girls said that boys dominated decisions to initiate sex.  This did not 
necessarily mean that girls had no desire for sex but felt they could not be seen to initiate it.  
“To say the truth in a relationship you are not forced you also deep down want to 
have sex (all of them laugh).  At that time you are deeply in love so the issue of force 
doesn’t exist.  It is in your heart so you agree to it (all laughing)” (Young women 
FGD, urban) 
“Most of the times it is because we are shy.  We feel that he is going to think that I am 
a prostitute. This is why girls do not start asking for sexual intercourse.  We wait for 
the boys to start.” (Young men FGD, rural). 
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The power differences between boys and girls and perceptions of pre-marital relationships 
were linked to violence and this is discussed further in the sections on physical and sexual 
violence (see 6.4.1 and 6.4.2).   
These boy-girl relationships were described by young people against a background of other 
experiences of sex - between students and teachers (see Table 6.1) - which were also 
mentioned in the wider community FGDs.  Participants felt that some girls made advances to 
their teachers because they sought favours.  However, they reported that harassment by 
teachers was a common problem, which they perceived as violence.  Girls explained that 
some teachers abuse their power by punishing students for rejecting male teacher’s advances, 
although ostensibly for other reasons, which can extend to suspensions from school.  Some 
girls take the initiative to leave school to avoid the harassment.  Young girls in the rural areas 
were concerned with increased risk for violence in self boarding schools(refers to boarding 
schools where the children look after themselves) and questioned why in the first place the 
government thought of creating such schools where girls as young 12 or 13 years of age 
would live alone without proper security. 
Cultural relationships mentioned in table 6.1 referred primarily to an initiation practice called 
‘kusatsa fumbi’ (removing dust).  Arranged by older family members at menarche, this 
practice introduces young girls to sexual activity, either through arranging for them to have 
sex with older men or suggesting that they experiment with their peers.  Girls indicated that 
the practice was still prevalent, particularly in the remote areas.  They linked this with 
violence via the subsequent adoption of high risk sexual behaviour, teen pregnancy and HIV 
infection.   
“You find that when they come back from the initiation ceremony they start behaving 
badly.  It’s like they have introduced the girl to certain things before her time.  You 
find that she starts moving with many boys and sooner or later you discover the girl is 
pregnant.  You start wondering why somebody who supposedly went for advice ends 
up with pregnancy.  It’s all because they introduced her to wrong things”(Young 
women FGD, urban). 
6.1.2 Marital Relationships 
Two distinct forms of marriages emerged in most narratives describing marital relationships: 
the ideal and ‘eloped’ (cohabiting) marriages.   
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Ideal marital relationships: were described as caring, loving, happy, peaceful, respectful, 
faithful, free, non-abusive and by the ability of the married couple to mutually co-exist and 
consult on all matters with regards to decision making.  Some participants explained that 
ideal marriages are supposed to be lifelong.  One of the recently married female in-depth 
interviewees explains her observations regarding what a harmonious relationship ought to 
look like: 
Although I am young but I have observed that people who are married have a cordial 
relationship.  They agree on everything and are able to care for one another during illness.  
They help one another; they are free and live happily.  It’s not that only one party enjoys at 
the expense of the other (female IDI 11, urban area) 
Overall, an ideal marriage was described as one in which the marital contractual agreement 
goes beyond the couple as marriage is negotiated between families.  Selected family members 
represent the family in their role as ‘nkhoswes’.  Descriptions of how the ‘nkhoswe’ system 
operates were also provided in some of the FGDs and In-depth interviews.  Details on their 
roles are provided in chapter 3.  Participants described that the nkhoswe system operates in 
such a way that every marriage is supposed to have two marriage counsellors from each side 
[in some settings they may have one representative each] selected based on their level of 
seniority in the extended family structure.  The first set of ‘marriage counsellors’ is referred 
to as “Nkupamame’s” or dew removers.  The couple is expected to first approach this set of 
marriage counsellors in the event of conflict.  These counsellors are expected to help the 
couple resolve the conflict but if they fail to resolve the conflict for other reasons, they are 
supposed to refer the case to ‘mkokowogona’ the great uncle sometimes referred to as 
[‘Mwinimbumba’].  Religious leaders become active players for marriages that are blessed in 
church.   
Cohabitating marital relationships: were described as a non-ideal form of marital 
relationships.  They were perceived as hurried relationships which lacked parental or God’s 
blessing and were associated with high levels of violence compared to ‘ideal marriages’  
Some of the participants used the words ‘high motion’ or ‘eloped’ to describe these 
relationships and they were blamed on excessive children’s rights and democracy.  Some 
participant’s - mainly older women - commented that increased human rights for children are 
making it hard for parents to raise the girl child properly.  They said many young girls engage 
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in sex early, get “bush pregnancy” [pregnant before getting married]; are forced to marry 
because of the pregnancy without proper love.   
Cohabiting marriages are perceived as problems of the current generation.  
In this generation many marriages do not have marriage counsellors... they have two children 
they will tell you that  we just picked each other...  the major problem which we come across 
are marriages without marriage counsellors in this generation.  (Older men FGD, urban) 
 One of the GBV service providers felt that in Malawi cohabitation is driven by men who do 
not want to take responsibility for their actions; and that legalisation of these marriages will 
just do that. 
Marriage implies perpetual consent to sex The general consensus among participants was 
that marriage is a long-term cordial relationship that exists between adult males and females 
to meet the sexual needs of each other. Consent to sex in any form of marital relationship was 
perceived to be an inherent part of marriage. It was said in both the interviews and FGDs that 
sex was essential for the sustenance of marriage.   Many participants mentioned this is what 
tradition tells them.  A participant in a FGD made the following statement, comparing the 
situation in Malawi with what he had heard was the situation in other countries where forced 
sex in marriage is illegal  
“Here at home [Malawi] as black people we culturally teach that the man did not 
want your face but he came for your private parts (nudity), so whenever he wants give 
him...  So we keep the custom that we are not supposed to deny each other” (Older 
men FGDs, urban).  
Women shared similar views about the place of sex in marriage with their male counterparts.  
Sex was also perceived as a sign of happiness in a marital relationship.   
“Marriage is sex.  If we say a man and a woman are happy in marriage we mean they 
are having sex” [Female IDI, 1] 
Marital relationships are hierarchical in nature The marital relationship itself was 
perceived to be hierarchical in nature with clearly defined decision-making and gender roles.  
In all the FGDs, IDIs, IIs and KIIs with indigenous Malawians, the male partner was 
perceived to hold a superior position to that of his female partner.  The husband was 
described as the head of the family, breadwinner and a lead decision maker on family 
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matters.  The wife was expected to act in subordination to her husband, and to respect the 
position of her husband as the head.  
“There is a mentality among Malawians, something that our parents established and 
it’s grounded in us that the husband is the head of the family.  So people think the 
man is always right.  This spirit is well established in us Malawians but the bible says 
the same thing.” [Female IDI, 1]    
Pre-marital counselling given to the brides-to-be emphasises on gender roles, the headship of 
the man and the subservient position of the woman.  Differences between men and women 
emerged in the way they described ideal marriages - men tended to emphasise the headship 
and the subordinate position of the woman, while women tended to focus on egalitarian 
decision making, care for one another and love for each other, all reflecting on the gender 
roles ascribed to men and women.  This withstanding some men and more women in both 
FGDs and interviews recognised egalitarian decision-making, amicable resolution of couple 
conflict between partners and mutual existence of the couple as the original plan:  
I mean what God intended marriage to be.  I would say in the beginning God created 
a man and a woman.  He took his rib to create a woman.  This rib was taken out of his 
heart.  This means that a woman is supposed to be at heart of the man and he said 
these are no longer two but one.  So if people are one, you cannot allow your own 
body to suffer or allow your own hand to fight your own body.  In fact in married 
people are not supposed to suffer; this is a creation that God designed... He wanted 
the man to truly love the person that he is staying with.  It should be true love. 
(Female IDI, 4)   
Marital issues should be kept secret Both men and women agreed that the ability to keep 
marital issues secretive is an inherent characteristic of marital relationships (regardless of 
whether an ‘ideal or an ‘eloped’ marriage).  Secrecy was seen as a way of maintaining family 
respect.  This culture of silence was associated with endurance.  There was also the 
expectation for women and girls to ‘endure’ violence, as a part of life and relationships.  In 
many cases, participants reported that they are told that marriage is endurance.  This was also 
mentioned in relation to violence against men as some participants felt that this was a 
growing problem which men would be unlikely to report due to cultural expectations of 
strength and authority as part of their ‘masculinity’. 
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“We are taught that marriage is endurance.  When they say marriage is endurance it 
means hiding whatever is happening in the home.  ”(Older women FGD, rural) 
Women FGDs revealed that although IPV is considered a private matter it is not that ‘private’ 
in the communities where data was collected especially moderate to severe forms.  Women 
agreed on many examples of violent families during the interviews.  
6.1.3 Extramarital Relationships 
Extramarital relationships were discussed alongside marital relationships in all the FGDs and 
interviews.  They were seen as problematic to the marital relationships and were themselves 
seen as a form of violence.  There was a general consensus among participants that these are 
common, and that more men than women engaged in these for various reasons indicated in 
table 6.1 and are discussed further in the sections below.  Participants explained that married 
men leave their wives, marrying other women, having sex with them and at the same time 
abandoning their families.  They explained that some married men believe they cannot stay 
with one woman just as they can’t live on one type of food.  The desire for change or 
newness was perceived as one reason driving men into extramarital relationships.  
Associating with ‘bad friends’ was the other factor women identified as responsible for 
extramarital relationships.  Some women said that men who love and stay close with their 
families are described by others as not real men, so some men take alcohol and propose to 
many women to prove their masculinity to others.   
The majority of men and some women, in both urban and rural areas blamed women for 
driving men into extramarital relationships.  Several reasons were given   including:   refusing 
to have sex with husband and lack of openness of sexual matters.  Male participants summed 
it this way:  
“In many places you hear that men have extramarital relationships.  Those 
extramarital relationships are the ones causing violence in families because of women 
who refuse to sleep [to have sex] with their husbands”.  (Older men FGD, urban) 
6.2. Definitions and Perceptions of Violence in Relationships  
Having looked at different forms of intimate relationships in the previous section, this section 
aims to present understandings of violence in relationships in general, and IPV in particular 
as understood by study participants.   
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Violence was broadly defined in all FGDs and interviews as being forced to do something 
against one’s will.  Many explained that violence is painful such that perpetrators of violence 
would not feel comfortable if the same was committed against them or their relatives.  
Violence was also associated with shame and a general expectation that violence must be 
hidden.  In many instances violence was equated to beating, torture, oppression, slavery and a 
form of imprisonment leading to deprivation of peace, especially peace of mind.  There was a 
general feeling among many participants, both men and women that perpetrators use violence 
as a means of punishment, a way of taking revenge, a mode of silencing or controlling the 
other, and a tool in resolving conflicts.  When participants were asked how they differentiate 
violence from misunderstandings, most of them identified lack of consent or agreement and 
use of force or threats as common characteristics that distinguished violence from 
misunderstandings.  The majority said misunderstandings are a cause of violence.  Others felt 
that occasional violence is misunderstanding and distinguished it from ‘violence’ which was 
seen as usually repeated behaviour.  Lack of consent was seen as a marker in violent 
behaviours.  
Behaviours that constituted violence ranged from failure to cook for husband to killing of a 
partner.  A general consensus was that violence is wrong and violates one’s rights, but is 
expected in marital relationships.  Violence was seen as a manifestation of both love and of 
lack of love.   
Local understandings of IPV differed from IPV definitions in legal documents (chapter 5) 
and demographic health surveys.  Participants felt the need for an inclusive definition of IPV 
that goes beyond physical and sexual violence.  Interviews and FGDs described other 
behaviours which they felt qualified to be named as acts of violence (These are detailed in 
section 6.4 on forms of violence).  
“Violence is not only about being beaten (other women nodding their heads)... Yes, 
violence is not only about being beaten.  There are many forms of violence.  It is not 
beating alone.”  (Older women FGD, rural)   
Similar sentiments were shared by some of the GBV service providers: 
“Intimate partner violence it’s not only having forced you to have sex with them.  It’s 
when you get genital warts and these other things people contract from their partner 
when they are just sitting its violence! Its violence! And then they should be telling 
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you have Warts, you have this disease when you were not involved in anything 
somebody has transmitted that disease to you it’s not on.  Yaah! So I think this thing 
needs to be sorted.”  (Female GBV service provide KII, urban) 
The following quote is typical of participant attempts to provide a definition of IPV:  
“Violence means depriving the other of peace particularly peace of mind because 
peace of mind contributes to good health.  Therefore I can say that deprivation of 
peace or beating is some form of violence.”  (Female IDI 1, urban) 
6.3 Perceptions of the magnitude of IPV 
Participants were unequivocal in describing the magnitude of IPV in both pre-marital and 
marital relationships.  One of the service providers sums up the debate on the perceived 
magnitude by acknowledging that despite a lack of reliable epidemiological studies on IPV in 
Malawi it is widely perceived as a problem:   
“Unfortunately we do not have credible statistics and I don’t know if there is a sole 
study which they did on IPV... All I know is from my 15-16 years of work on domestic 
violence; IPV is a huge problem” (Female GBV service provider KII, urban)   
6.3.1 Perceived magnitude and understandings of IPV in pre-marital relationships  
Young people identified violence in their relationships as a huge problem.  Gender 
differences in the experiences of violence were prominent in the narratives of the participants.  
More girls than boys were thought to experience violence and boys were perceived by 
participants as naturally more powerful than girls.  Narratives from young people in all five 
communities indicated forced sex in particular was perceived as very prevalent, in contrast to 
the perceptions of the wider community FGDs, who felt that violence was mostly found in 
marriage, not in pre-marital relationships.  
“What I know is that forcing us to sleep with the boys is very common.  This is very 
common and it has happened to most of us, if we are to be honest with you.  
(Overlapping agreeing responses in the background).”  (Young women FGD, rural) 
“Ah! Indeed boys are forcing girls to sleep with them, forcing her in a car, they take 
their car and park in the wrong place, it is happening”. (Young men FGD, urban) 
A lack of recognition of IPV among adolescents by the wider society was supported by data 
from older community members and health care workers: 
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"I feel it is infrequent, because the love relationship is like a new relationship.  The 
man loves that person because it’s a new thing but for the married woman you have 
stayed with him over four years this is why I am saying that in a relationship violence 
may be present but it’s reduced.”  (Female IDI 6, urban) 
The following quote, illustrates the struggles some of the HCWs have to believe that rape can 
occur in a boy and girlfriend relationship. 
“As for me, when a girl gives history of being raped by a boyfriend as stated by P1 I 
don’t really understand.  When somebody says I was with my boyfriend what come to 
my mind is that these people had agreed.  So we think like...  she had agreed but after 
sleeping with her boyfriend she fears being impregnated by him and because she 
knows that we give them emergency contraceptives that’s why they come here 
reporting that she has been raped” (HCW FGD, Urban ) 
Violence occurring within pre-marital relationships was often discounted  
“We don’t consider boy-girl relationships as intimate partners.  Intimate partners are 
those that have stayed together for a long time... It should be the kind of relationship 
that is known to other people and not the one that is not well known.”  (Small group, 
police) 
6.3.2 Perceived magnitude of IPV in marital relationships  
Both men and women believed that IPV in marital relationships, whether ‘ideal’ or 
cohabiting, was a huge problem in their communities.  The majority of participants in the 
FGDs and interviews felt that there are no geographical, class or religious differences in the 
experience of IPV.  They explained that violence in marriage was equally experienced among 
urban and rural populations including among Christians and non-Christian families, the rich 
and the poor.  Some participants in urban Blantyre felt that IPV was concentrated in poor and 
densely populated areas of Blantyre.   
The following typical quotes from two FGDs illustrate the picture many women painted 
regarding the widespread nature of IPV:   
“I can say that almost everybody has experienced violence.  I can say that almost in 
every family there is that form of violence called domestic violence” (HCW FGD, 
urban health centre) 
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“If we are to expand on the violence women are experiencing we will end up with 
volumes and volumes of books.”  (Elderly women FGD, rural)  
It was clear from interviews and FGDs that IPV was highly prevalent, but perceptions of the 
magnitude IPV experienced by different subgroups were diverse and often inconclusive.  
Men and women were similar on this issue in that both started off by saying it is mostly 
women and then agreeing men were also affected.  Narratives comparing magnitude of 
intimate partner violence against men (IPVAM) and intimate partner violence against women 
(IPVAW) revealed mixed feelings.  The majority felt that more women than men experienced 
IPV.  While acknowledging the presence of IPVAM, participants still felt that there are fewer 
men than women who experience violence from their partners.  In some of the interviews and 
FGDs participants estimated about 90% of women and 10% of men experience for IPV in 
their communities.  Some argued that for the men who are experiencing violence it is as 
retaliation from their wives:  
“Men face little violence because when men get abused by a woman it means the man 
has triggered that violence.  For example he leaves no food at home and goes 
drinking.  When he comes back around 10:00 pm, we lock them out and we don’t 
leave food for them since he left nothing.  The woman has struggled to get that food 
by picking sand and bricks.  Yet the man has used his money on beer.  So this is more 
or less like reciprocated.”  (Mixed gender HCW FGD, urban health centre)   
Few felt that IPVAM and IPVAW are equally experienced.  Some noted that IPVAM is a 
growing, but possibly neglected, problem.  These participants argued that IPV appears to 
affect more women if taken on face value but a critical examination may reveal more 
IPVAM.  Men in particular, blamed organisations dealing with GBV issues for placing more 
emphasis on violence against women and were responsible for popularising reporting of 
VAW.  
“Men are experiencing more violence than women.  Women have several channels 
where they rush to complain.  They can go to police and they are assisted.  Men are 
threatened by police that if they continue violating women they are going to be 
imprisoned.  This forces men to retract from further abuse but that is not the case for 
men.  In fact, such an approach has given more power to women to abuse their men.  
”(Male IDI 5, urban) 
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 Participants who felt that IPV was equally experienced also contested the gender perspective 
to violence.  A minority of participants (mostly men) argued violence does not need to be 
distinguished from a gender perspective.  They said an act of violence remains as such 
regardless of whom it has been directed to.   
“Violence is violence although they call it gender-based violence; there are no 
different degrees to violence” (Older men FGD, urban) 
6.4 Forms of intimate partner violence  
The following section describes types of IPV as perceived and experienced by participants of 
the study.  There were many overlapping forms of violence described in the interviews and 
FGDs. Different examples included: physical and sexual violence (including rape, unwanted 
demands for sex and coerced sex), emotional violence and neglect and abandonment.  
Marked gender differences in the perceptions and experiences of violence were prominent in 
the narratives of the participants and these are described in the results.  
6.4.1. Physical violence a form of IPV in Malawi 
Discussions on the perceptions of physical IPV generated mixed responses within FGDs.  
The majority perceived IPV to be high in spite of the observations made by some of the 
participants that physical IPV was reducing in certain areas.  Participants who perceived that 
physical violence had reduced explained that they rarely saw couples beat each other publicly 
as used to be in the past.  Participants explained how public awareness of the evils of violence 
and human rights had led to reduced incidences of public fighting in their area: 
“Ah! But this time around we have had gatherings/meetings organized by different 
organizations and because of this I have observed that cases of violence are reducing 
in this area.  Previously we used to see husband and wife fights... but now it’s not very 
common in this area.  Such things are rare occurrences”.  (Older women small 
group, rural)  
These sentiments echoed the claim made by one of the GBV service provider who claimed 
that one of their achievements and greater contribution to the reduction of domestic violence 
was through awareness and stigmatisation of physical IPV.   
“The real thing that we have achieved is to make wife beating look like a stigma so 
that a man who engages in acts of domestic violence should find it a shameful thing 
and therefore should desist from it.  Before it was like it was expected but now people 
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look down upon men or partners whom they know actually engages in physical acts.  
” (Female GBV service provider, KII) 
In contrast, participants who were involved in solving family violence issues in their 
communities ascertained that IPV remained a problem.  The shame and secrecy surrounding 
IPV were perceived to be responsible for making violence hidden.  Participants explained that 
IPV is hardly discussed outside of the four walls except for extreme cases.  A member of the 
chief’s council in one of the communities said:  
“I am one of the people who are responsible for my area.  To say the truth violence 
here is too much.  The kind of violence which we meet in the house where we meet, 
are very big such that if we are to expose it here, can make everybody’s head 
confused... So what I want to say is that for you to hear about violence you should go 
and talk to leaders in the villages... violence is there mister,  seriously” ( Elderly men 
FGD, urban  ) 
FGDs with women revealed that men have normalised the use of physical violence as a 
conflict resolution in relationships.  In fact some women described wife beating as more or 
less like one of their husband’s habits.  
“Many men love beating their wives even if the offence committed is very minor.  
Even of the woman may respond with respect, the man appears as if the woman is 
rude.  Immediately, they resolve to beat their wives all the time.  (Older women FGD, 
rural)” 
Interviews and FGDs with men confirmed that men use physical violence to assert power and 
impose behaviour change.  Words like ‘straighten things,’  ‘let her learn’ and ‘show her who 
the man is’, were used by some men.  Three of the five self-reported male ‘survivors’ of 
violence also reported having perpetrated physical violence against spouses in the past, 
although they all claimed to have stopped this.  Reasons for beating their wives included fear 
that the wife would be attracted to other men she was chatting with, differences over handling 
of money and farm produce, leaving the home without informing husband, questioning 
husband over an alleged extramarital affair and a reaction to verbal insults from the wife.  In 
describing their experiences of perpetrating violence, they tended to use language that 
minimised the acts of physical violence such as a slap or “touching” instead of “beating”.  
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P: I have told you already that previously we used to live a violent life.  That was long 
time ago...Uh!! Hu! Especially when she was blocking me from getting the things that 
I wanted to sell, sometimes I could touch her... 
I: Touching or beating her?  
P:  (Laughing) no beating her.  (Male IDI 10, rural) 
Some of the interview narratives implied that at times violence against women and violence 
against men co-occurred 
“It may happen that we quarrel and then she starts saying bad words.  We fight... 
Sometimes she picks an instrument and throws it to me (cooking sticks, pots, plates, 
hoes or axe). She uses virtually everything that is around her.  And then I give her a 
slap or two, she rushes to police”. (Male IDI 5, urban) 
Examples of isolated cases of severe physical violence against male partners were cited 
during the FGDs with both men and women.  In one community, women made reference to 
some men who they perceived to have been exposed to physical violence.  Interviews with 
men revealed that one of the participants experienced severe physical violence from his wife.  
He had many marks on his body as a result of biting and at the time of the interview he was 
still recovering from a recent injury to his reproductive organ.  He gave history of several 
incidents of IPV in his relationship such that his relatives had advised him to exit the 
relationship but he refused because he loved his wife and wanted to take care of his children. 
Quarrels over suspected extramarital relationship triggered the violence:     
“At first it happened that I left for my home village to assist my mother with 
gardening for two days.  When I came back she accused me of visiting other 
ladies...she pushed me and bit my private parts.  Blood gushed.  (Male IDI 8, urban)    
In contrast to this isolated case description experiences of physical violence were common 
among females interviewed.  Four of the seven interviewed revealed physical violence.  A 
range of physical violence was described including slapping, punching, beating, cutting, 
binding.  On many occasions, the acts resulted in injuries requiring police and medical 
attention.  For many of them physical violence began early in their relationships, they felt it 
was abnormal marital behaviour but that certain forms of IPV could be endured.  Physical 
IPV was only considered more problematic when it was witnessed by others, resulted in 
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injury and co-existed with other forms of IPV such as reduced family support.  Examples of 
injuries included fractures, genital injuries, eye and face injuries, bleeding, cuts, bruises, 
swollen face.  
“I think my husband was violent to me from some time back but I didn’t recognise the 
behaviour as violence.  I used to treat violence as part of the normal married life 
because people had said that such things sometimes do happen in marriage…. 
However, the violent episode grew worse in 2008 following the death of our son.  It 
became evident.  This is the time that he was binding me and doing all sorts of bad 
things to me.”  (Female IDI 1, urban) 
Physical violence began early in her relationship and spanned over a period of close to ten 
years before she left and her husband was arrested by police on charges of domestic violence.  
She recalled that the first episode of violence happened when she questioned him over an 
extramarital relationship.  From then onwards physical violence became routine, turning her 
into a punching bag.  She reported physical violence even when she was pregnant and at 
times this co-occurred with emotional violence.  The pattern of her story represents the form 
in which the stories of the remaining female survivors were told.  The stories of these women 
may not fully represent the stories of the other women who had similar experiences for 
different reasons at different stages of their married life but they give a picture of forms of 
violence women are exposed to.  The violence experienced by these women was particularly 
severe.  In contrast the experiences of the other women were discussed in community and 
HCW FGDs and revolved around ‘educational beating for love’, controlling behaviours, sex 
at times when it was not wanted and other ‘normative’ forms of violence that were often not 
described as such.  Common triggers were described as alcohol and financial control and this 
kind of violence was described as extremely frequent.  
6.4.2. Sexual Violence 
Participants described a spectrum of experience of sexual violence in both pre-marital and 
marital relationships which ranged from difficulties refusing sex (implicit coercion) to 
outright coercion that was only sometimes understood as rape.  
6.4.2.1 Difficulties refusing sex in relationships 
Both married and unmarried participants described difficulties in refusing sex as common 
occurrences in their relationships.  Among young unmarried women and men, the gender 
norms suffusing the language and conceptualisation of negotiating sex led to apparent 
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confusion for both about how to signal and interpret desire, consent and refusal.  Boys 
described a wide range of behaviours that are used to ‘trick’ or pressurise girls into sex; these 
ranged from buying of gifts to the use of pornographic materials.  Most female participants 
explained that boyfriends provided them with gifts and money, and girls thus feel obliged to 
have unwanted sex.  Again, threats of violence may be present.   
“These days boys keep pornographic movies.  When you take your girlfriend  you 
already have the  intention  that  I will  do  such a  thing.  As you are chatting you say 
let’s watch a movie then you play a porno movie.  In the end she is influenced yet it 
was not her intention.” (Young men FGD, urban). 
“Sometimes we agree to sex because they say you are going to give back my things, if 
you fail to give back, I will hit you.  We give in out of fear.” (Young women FGD, 
rural). 
Girls described negotiation of and consent to sexual activity in a context of threatened 
physical violence; for example refusing to sleep with a boyfriend, proposing to or ending a 
relationship with a boy who demands sex, could result in physical violence against girls:  The 
refusal of partners to go for HIV tests or use condoms in this context was described as a form 
of sexual violence and concurred with interviews with community members and health care 
workers: 
“Sometimes you may decide that before we start sleeping with each other we need to 
test for HIV and use condoms but you find that the boy is refusing to go for an HIV 
test and is forcing you to sleep with him without condoms.” (Young women FGD, 
urban). 
When discussing difficulties in refusing sex in marriage the prevailing assumption was that 
sex was a given and that marriage gives the partners the perpetual right to sex.  It was 
reported in the FGDs that married men do not accept any excuses for refusing sex.  Men 
claim that they left their villages because they wanted the woman [sex] and not the food or 
beauty.  Sex was described as a right in the family.  Many men and some women felt that 
men had the right to have sex with their wives anytime they wanted to.  They associated 
demands for sex with lack of appreciation of the very many jobs women engage in; in a day.  
However, demanding sex from a tired husband also results in threats.  One interviewee 
described the different expectations for women and men:  
176 
 
“The bodies get tired.  For a man you might tell him I want to have sex but he can say 
I am tired but if a woman says I am tired the man doesn’t want to listen, he will still 
do it.”(Female IDI 6, urban) 
Refusing to have sex with a husband was accompanied with threats of extra marital affairs by 
the husband.  Some women revealed that they are ‘slapped’ [physical violence] for refusing 
sex.  Forcing a tired wife to have sex was perceived as a form of rape by only some 
participants. 
In the marital context, demands to have sex with a wife with ‘excessive’ frequency were seen 
as sexual violence.  Both men and women explained that there are some men with excessive 
demand for sex.  Similarly demands for sex during culturally proscribed periods such as her 
menstrual period, in the immediate post partum and miscarriage period (less than six months 
post event) and when the wife is nursing a sick child were perceived to be a form of sexual 
violence.  This discussion was generated among females; no male groups made reference to 
these.  Menstrual flow and post-partum bleeding were both perceived as diseases that 
contaminate the woman.  The bad blood was responsible for blocking blood flow in the male 
organ resulting in hydrocele.  The post abortion period was perceived to be extremely 
dangerous as sleeping with a man during this period was associated with sudden death of the 
male partner locally named as “chitayo”.  
“Sleeping with a man during menstruation and early postpartum period was 
associated with hydrocele formation in men.”  (Elderly women FGD, rural) 
Women explained that during this period they are advised against ‘provoking’ a man into 
demanding sex and they used several methods to avoid this, including sleeping in a different 
place to the husband, and going to bed dressed.  Women who slept on the same bed with their 
husband during menstruation were described as “bad” women, women with hyper libido or 
‘killers’.  In one of the FGDs a participant narrated a story of her sister-in-law who was 
accused of killing her husband with ‘chitayo’ after it was discovered that they slept together 
three months after abortion.  The participant’s relatives’ perpetrated violence against the wife 
by falsely accusing the wife of killing her husband. 
6.4.2.2 Coerced sex 
Most participants acknowledged that coerced sex did occur within marriages.  In all the 
FGDs and interviews participants mentioned that coercive sex in marriage is common and 
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perceived it to be on the rise.  Some women said there seems to be no differences between 
coercive sex experiences for newlyweds and old couples.  Overall it was perceived to be 
wrong, including by men, and participants tended to emphasise on the need for reaching out 
to each other on sexual matters.  Both men and women recognised the need for consent to 
sex.  
Others reported that husbands rape their wives ‘as if they are dealing with a stranger’ if they 
refuse to have sex with them, using what they saw as excessive force.  In one case a survivor 
narrated her husband using extreme violence to rape her, including the insertion of a range of 
objects, which caused her internal injury: 
“I got surprised when I felt something strange in my private part.  It was strange.  I 
knew it was not him.  I asked what this you’re inserting is.  He answered silly what do 
you think this could be? He had trouble inserting it but kept on pushing it in until he 
forcefully managed.  In the morning I had a lot of pains.  I could hardly walk, I was in 
great pain and I was even afraid to go and urinate….When he inserted the thing he 
also forced his penis such that the penis was below the thing.  He managed with great 
force.  He used to appear angrier during such acts to create fear in me so that I 
remain silent... One day he told me, today I am going to see the place which you are 
using for prostitution.  He took a certain bottle, inserted it into my private part 
allegedly trying to close the place I was using for prostituting.  He forced the bottle in 
until he inserted it.  It was a big bottle; he did not use the bottle mouth but the wider 
part and inserted it into the vagina.”  (Female IDI 3, urban)  
Some individual interviewees were convinced that coerced sex was a problem in marriages 
after experiencing it in their relationships.  However, they felt that it is grossly underreported.  
They said many women treat sexual violence as a private and shameful thing, as such most 
sexual violence issues are not discussed outside the home.  One of the survivors who 
experienced several forms of sexual violence from her husband blamed the silence 
surrounding marital sexual violence on the closed nature of women:   
“Uh it’s a big problem.  For me it’s a very big problem because I have experienced 
this.  So I see this as a very big problem.... the problem is we are not free.  We women 
treat it as a private issue.  It’s not openly discussed.  We say these are marriage 
issues, they end there.  If you get angry you discuss it within and then it ends there.  
When it’s something that has occurred outside marriage that’s when you rush to tell 
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people and go to the police.  It’s us women it’s us women hide such issues we don’t 
bring them into the open” (Female IDI 3, urban) 
Narratives from all young unmarried people indicated the incidence of forced sex was 
perceived as high, in contrast to the perceptions of the wider community FGDs, who felt that 
violence was mostly found in marriage, not in pre-marital relationships.   
“What I know is that forcing us to sleep with the boys is very common.  This is very 
common and it has happened to most of us, if we are to be honest with you.  
(Overlapping agreeing responses in the back ground).” (Young women FGD, rural). 
“Ah! Indeed boys are forcing girls to sleep with them, forcing her in a car, they take 
their car and park in the wrong place, it is happening”. (Young men FGD, urban)  
Group/gang rape was reported by girls in one township, where an organised group of young 
men were proposing sex to girls individually with the intention of forcing them to engage in 
group sex.   
“In this village we have groups of young men who convince each other to propose a 
girl. They may send one of them to start a relationship with a girl, after sometime he 
invites you to his home. The moment you agree to have sex, you see his friends 
coming. You ask what they are looking for... you find that all those boys sleep with 
you.”  (Young women FGD, urban). 
There was some disagreement and confusion about whether forced sex within intimate 
relationships could be considered as rape, as contrasted with ‘stranger rape’ and the rape of 
children; there was a widespread view that a relationship inherently included consent to sex 
especially among young people, men and a few married women.  The majority of women and 
some men clearly perceived intimate partner rape as such but felt that the wider society did 
not acknowledge this, whilst others were not convinced themselves. 
“We understand rape as in the case of a man raping a child, that is rape but for a 
boyfriend that is not rape... There are some people who are raped when they don’t 
have any idea or anticipation that such a thing could happen to them.  She bumps into 
a man and he rapes her.  This case is straight forward.  You don’t fear telling your 
parents and they can’t even beat you.  This is a criminal offence of rape but in a 
relationship ah (laugh) it’s not rape”.  (Young women, FGD, urban). 
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The lack of recognition of intimate partner rape in wider society was supported by data from 
healthcare workers and older community members:   
“As for me, when a girl gives history of being raped by a boyfriend I don’t really 
understand... what comes to my mind is that these people had agreed...” (HCW FGD, 
urban). 
Its lack of recognition in Malawian law was also discussed.  
“We don’t have such a law at the moment.  As Malawians we look at this thing as a 
shameful thing; to report such a thing to relatives or other relevant authorities that 
my husband has raped me. …Even if you wanted to report such a thing to your 
marriage advocates they will ask you when you accepted him I thought you were 
consenting to the very same thing.  In the end you still look stupid as if you have 
extramarital relationships.  So there is no law.” Older men FGD, rural) 
It was clear in some of the male FGDs and interviews that participants acknowledged the 
presence of forced sex but were uncomfortable with labelling forced sex in intimate 
relationships as rape.   
“There is no rape in marriage.  It doesn’t happen...it’s not rape. It’s inside the house.  
In the bedroom there is no rape but may be forcing each other(laugh)yes, we call it 
forcing each other to do what God intended us to do...we have to force each other to 
do what is right to be done, do what I vowed I will do with her...there is a difference” 
(Male IDI 9, urban).  
Interviews with GBV service providers revealed that they felt most of the parliamentarians, 
male and female, were against the idea of labelling coerced sex in marriage as marital rape.  
They feared criminalisation of coerced sex in marriage would result in increased marriage 
break down.  The interviewee felt that this was why the government decided to remove the 
clause on marital rape in the prevention of domestic violence act.  Marital rape was also 
regarded one of the controversial topics even within the circle of human rights activists.  
“We have indeed tried to lobby government that there is this thing called marital rape 
but Oh!Oh! Oh!Oh! In fact, they would say it’s impossible to rape your own wife.  
What are you trying to say? But by and by men are now coming to terms with it that 
there are times really when a woman is forced into such a thing, and if you are forced 
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what do you call it?  They say yes, but it can’t be criminalised” (Female GBV service 
provider, KII) 
This is at odds with our findings from in-depth interview with women and community FGDs 
who asserted that forced sex in marriage is rape on the basis of lack of mutual consent.  All 
the female interviewees, except one, in IDIs had experienced this and some alluded to it in 
FGDs and in FGDs with young people.  Older women talked about being ‘raped’ when they 
were supposed to be abstaining culturally or when they had sick children to look after in the 
house.   
6.4.3 Psychological and emotional violence 
Psychological violence was reported primarily in marital relationships and was described 
very differently by men and women.  For men it included failure to cook and warm bathing 
water for husband, blame, name calling and isolation.  For women the focus was more on 
controlling behaviours and threats from their husbands.   
All of the male in-depth interviewees explained that refusing to cook for husband and 
denying him food was a form of violence against men and almost all experienced this form of 
violence to varying degrees.  Survivors explained that their wives were no longer sticking to 
meal times; some wives left the cooking to children, others were serving their husbands ill-
cooked food and cold meals.  One of the men interviewed perceived refusing to provide 
warm water for bathing to husband to be the most painful form of violence in the home; 
another said that denying him food as ‘worse than killing’.  The other common forms of 
violence described by men included emotional violence and verbal abuse.  Men cited 
withdrawal of care, reduced respect, being talked down to in front of others and lack of 
sexual intimacy as examples of some of the forms of violence they experienced.  Verbal 
abuse was the most common form of violence male survivors experienced from their spouses 
and was cited by all most all of the men who participated in in-depth interviews.  In the 
following quote one of the survivors of emotional violence explains how his wife could shout 
at him using offensive language in the presence of strangers, children and his son –in-laws:  
“She counts my body parts in the presence of my son-in-law and she does this mostly 
in the morning... Oh!  I tell you, when she starts eh! I ask her are you telling your son-
in-law about me.”  (Male IDI 10, rural area) 
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Men living at their wives villages reported that they were threatened with divorce, and told to 
return to their home villages.   Also, those who are financially challenged are threatened with 
extra marital affairs.  
“She keeps on telling me go back to my village... she threatens quite a lot...One day 
she gave money to my grandchild.  Give this money to your grandfather and tell him 
to use it for transport back to his village... my children say let our father stay, he built 
the house we don’t want him to go and suffer in his village” (Male IDI 10, rural area) 
Women too described a range of behaviours that they perceived as emotional or 
psychological violence, some of which they saw as particularly severe.  In many of the FGDs 
conducted with women, they felt that violence turns marital relationships into a kind of 
slavery, prison or boss to servant relationships where the female partner becomes a servant to 
the husband.   
“When your partner always acts violently towards you, it’s like you are 
imprisoned...you live unhappily all the time.  You are like a slave as such you are not 
free because of violence. ” (Elderly women FGD, rural) 
Women explained that some husbands are very controlling.  Controlling behaviour included a 
range of aspects.  It often included demanding that women seek permission for every activity.  
In some cases men’s control was exerted particularly around food preparation and 
consumption in the household.  Women explained that in some families men control when 
food is to be eaten and women and children are not allowed to eat in the absence of the 
husband; some men write on the cooking flour to make sure that their wife doesn’t prepare 
food in their absence.  Women said they are questioned for serving children and sometimes 
husbands tell them to prepare only vegetables for the children, which women felt was hard to 
implement, unfair and associated with poor child health outcomes.   
Controlling behaviour was also associated by women with sexual jealousy.  Specific 
manifestations included husbands inserting objects into the vagina: health care providers gave 
examples of cases where they had to dig out mud from the vagina because the husband was 
trying to seal the orifice; in another case, pepper was sprinkled into the vagina and the 
woman came to the hospital screaming with pain.  In one FGD women reported that husbands 
in their community commonly demanded to insert fingers into their wives vaginas to check if 
their wives haven’t had sex with other men if they delayed coming from the market, 
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borehole, from fetching firewood or if they had travelled away from home.  Wives were 
beaten if they resisted this.  Some women concluded that jealousy was the driving force for 
some of the forms of violence women were experiencing in their families.   
Women also described isolation as a form of emotional control.  They explained that they are 
not allowed to go out of the home without permission and are stopped from chatting with 
certain types of friends.  One of the female survivors who was HIV positive was isolated in 
her own house.  She reported that her husband would not eat the food she prepared, refused 
their children to eat with her and made her sleep in her own bedroom.  Denying women 
access to children was experienced by women who were separated from their husbands and 
women felt it was a great injustice to them and a painful experience.  In a different interview, 
an interviewee who spoke courageously about her experience of violence suddenly broke into 
tears when she started narrating her concerns over the welfare of her children.   
“Giving birth to children is also a big job it’s a matter of life and death... I have three 
children... What is more painful is that he chased me out of the home; my property is 
still with him and my children too.  I don’t talk to my children anymore, and I don’t 
see them; the reason being that I will kill my husband.  This is very painful that ah!” 
(Silence wipes tears) (Female IDI 7, urban) 
6.4.4 Family neglect or wife abandonment and extramarital relationships 
Participants reported that neglect was linked to extramarital relationships and was associated 
with misery and suffering for women and children.  They also described the threat of HIV 
infection as a form of violence linked with extramarital relationships.  Community FGDs 
revealed that many men are leaving the responsibility of caring for the family to wives alone 
whilst they spent money on women and beer.  In the absence of the husband, women are 
forced to do piece work to fend for their children.  Participants also indicated that some 
engage in extramarital relationships to supplement their sources of income and to meet their 
sexual desires if their husbands are unable.  KIIs with police and GBV service providers 
revealed more cases of wife abandonment in Southern (where this study was conducted) 
compared to the Northern and Central regions.  They attributed the differences to the 
different family system.  
“This is common in the southern region.  I feel like because of the marriage 
procedures.  It doesn’t take days, somebody can propose a woman in the morning you 
find that in the evening it’s a family that’s what happens here in the south so because 
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they feel I can leave this one and marry the same day they don’t find it as a problem… 
end result is that we have seen women having 3-4 children from different fathers… I 
wanted to add the element dowry (bride price).  Here in the southern region there is 
no dowry like what is paid in the central and northern regions” (small group 
interview, police) 
Community focus groups shared similar sentiments:  
“What I have observed is that men are abandoning women one after the other.  He 
leaves the first wife, proposes another woman, ditches that one and proposes another.  
Now you discover that in this chain of women that he has established everyone is 
pregnant but when it comes to caring he may only support his wife (first) and leaves 
the others non-attended.  So we feel eh! Eh! This is also great violence because just 
impregnating you without giving you any support not even buying you a wrapper 
eh!”(Elderly female FGD, rural) 
Having extramarital relationships was categorised as a special form of emotional intimate 
partner violence that disproportionately affects women.  However, women perceived that 
only a small proportion of women may engage in extramarital relationships because it is 
culturally inappropriate behaviour for women.  In the following quotes survivors explained 
that learning about your partner’s unfaithfulness is a very painful experience, the worst form 
of violence and a violation of the loved human rights  
“The man has the responsibility to love the woman.  This is their responsibility but 
may be because of this they end up loving everywhere (laugh), loves everybody, every 
person in a skirt; let me love her (laugh).  Forgetting that loving the other skirts 
means they are violating the rights of their loved ones.  And this very painful to 
realize that your husband has slept here or he is going out with this one.  It’s very 
painful” (Female IDI 7, urban) 
Infecting a partner with an incurable infectious disease was perceived by some to be the 
worst form of violence women are experiencing.  FGDs with women and interviews with 
female survivors felt that this form of violence disproportionately affects women and was 
also linked to extramarital affairs.  In one of the interviews, a survivor who had recently been 
diagnosed with HIV infection commented:   
184 
 
“Giving you diseases is worse than beating you.  He can beat you; you may cry and 
stop but this violence of bringing you diseases especially this current disease [HIV] 
that we have here, when you get it means it’s going to remain in you forever.  This 
disease does not end, year in and year out you have to suffer from it.  It’s like he has 
brought a huge oppression on your life.  This is the worst form of violence men are 
perpetrating against their wives.   ” (Female IDI 6, urban)  
6.4.5 Use of love potions 
Community FGDs revealed that there is a secret form of violence largely used by women 
against their male partners.  Participants described the use of traditional medicine commonly 
known as ‘konda ine’ [love me] used to cement or strengthen relationships.  They felt it was 
secret form violence because its victim may not be aware this was done to him or her.  They 
explained that these drugs may make a man’s penis fail to erect if he meets another woman.  
It was also said that men may use similar type of drugs to make the man ‘lock’ the wife so 
that whoever attempts to sleep with her should die or get stuck during sexual intercourse.  
They noted that sometimes these drugs may result in exaggerated behaviours such that the 
partner becomes possessive, controlling, physically abusive and ‘stupid’.  
“I have seen some men who it is alleged they became stupid because of love potion.  
People say have you seen that man, he used to love his wife very much and the wife 
did not want him to give such love to another woman.  She went to an herbalist, got 
love potion, fed him and now he is stupid.  I consider this as violence somehow 
although it’s not visible.  ”(Older men FGD, urban)  
6.5 Perceived causes of violence  
Overall there was a feeling among participants that IPV was a manifestation of failure to 
amicably resolve misunderstandings between the couple.  The major reason given by 
participants was that of gender differences existing between men and women that intersect 
with religious and cultural factors to increase vulnerability of women towards IPV.   
6.5.1. Power differences between male and female 
The concept of power differences between men and women dominated the explanations of 
why violence against female intimate partners is greater than violence against male partners.  
These power differences were described mainly, but not only, in narratives.  Both men and 
women saw it as a problem and men saw it as a cause of both violence against women and 
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against men, referring to shifts in power leading to shifts in abuse patterns when ‘women 
become men’.   
In spite of the IPV gender parity and disparity debates in our findings overall the majority of 
both men and women believed that  few women had the ability or power to fight back against 
their men and most women just agree to what their men say.   
“It’s a question of who is in power.  Who has more control and our society women 
are still very subordinate to men and as long as that still remains you will find that 
issues of violence will always be against women but it’s right to say some men do 
complain of violence perpetrated against them by their wives” (Female GBV service 
provider, KII) 
Several sources of male power were acknowledged.  Men were always perceived to be 
physically stronger than women.  Religiously, men were perceived to be more powerful than 
women because biblically they were created first, the woman was created out of them and 
that they are the head of families.  Culturally they are the head of the family and have the 
power to propose marriage.  This was perceived as another source of power that increased 
men’s decision-making power.     
“If we look at the family, the head is the man.  If a man tells his wife about a plan and 
the woman seems to be wise she refuses, so if this happens we tend to think that the 
woman is underrating us.” (Elderly men FGD, rural) 
The mentality of regarding women as tails and men as heads was described in one FGD as a 
seed upon which IPV flourishes.  
“The seed upon which violence between two people stand on is: many were born with 
a life that when they marry, a woman is a tail and the man is the head; he is the head 
in everything, she should listen...if she does not listen to me it means she is 
undermining me... Even many organisations are ruined because of such conduct” 
(Older men FGD, rural) 
Many men and women blamed IPV on the hierarchical positioning of men and women in 
marriage.  Participants explained that the problem is that the men are seen as the head of the 
family and are expected to lead on many matters concerning the family.  If the wife appears 
to be much wiser, rejecting some of the decisions made by her husband, this is easily 
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interpreted as undermining husband’s authority.  Some participants felt that it is not the 
power difference that is problematic but the abuse of power that is responsible for IPV in the 
country:    
“Men just abuse this position to oppress women of course they are heads of the 
family, but that position does not allow them to oppress the wife”.  (Female IDI 7, 
urban) 
Structural sources of inequality focused on education between men and women.  FGDs and 
some of the interviews associated inequity in education levels between men and women at 
society level with increased IPV.  Participants explained that lack of women’s education 
translated to inequities in resource distribution at the family level and increased dependency 
of women on the male partners, thus increasing women’s vulnerability to violence.  
Interviews with gender service providers revealed that education alone may inadequately 
prevent women from abuse but education may empower women to resist abuse.    
“You and I have a greater opportunity to resist it than my maid and the difference 
between you and I and my maid is that she has lesser education.”  (Female GBV 
service provider, KII) 
6.5.2 Poverty 
The other structural factor associated with IPV during the interviews and FGDs was poverty.  
There appeared a general consensus in urban interviews and FGDs that violence was 
concentrated in poor disadvantages areas of the city locations.  Interviews with police, GBV 
service providers and health service providers revealed that many of their clients come from 
Mbayani, Chilobwe, Bangwe and Ndirande.  Women reported that they are beaten by their 
husbands for asking him for money to buy salt, food and clothing.  Providers felt that the 
issues of poverty entangle with the issues of gender roles, where men are expected to provide 
for the family; such that when men are not able to provide, it can cause stress in them and 
they can resort to violence.  IPV was perceived as a means of silencing an insisting woman.  
One of the service providers talks about a case of IPV she came across in the hospital 
“One day I went to the hospital for other things, a minibus came carrying a woman 
who was completely unconscious with the man the husband sitting next to the 
community who had arrested him... I asked why you beat your wife to this extent.  He 
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said she was being rude to me.  She was requesting money for food and yet I had no 
money.  This made us quarrel; she is very rude.  “(Female GBV service provider, KII)  
Against the background of poverty the accumulation of some wealth was associated with IPV 
against women.  Women in particular said that wealth made their husband feel more 
important and led to extramarital relationships.   
“Domestic violence is caused mostly by at least for those in town it’s a matter of a 
man that has moved on in status and feels that the wife is no longer capable to look 
after his status you find that they start mistreating the woman to the extent that the 
woman is going to decide to leave” (Female GBV service providers, KII). 
One woman in urban Blantyre explained that she was convinced that poor people in the 
village love one another better than people who have wealth.   
“I can give you an example of the village life you find that the woman is using a 
wrapper as a blanket and has to put it on again during the day, they eat vegetables 
every day.  I feel that such people rarely abuse each other... when such people start 
getting money, that money makes somebody to appear to be cleverer... Now the man 
says I am the head of the family... money starts to control him” (female IDI 7, urban 
area)  
A man who was not employed and reported getting very little from piece works at the time of 
interview felt that violence in his relationships started because his wife was getting more 
money through the selling of Kachasu beer than himself.  This made the wife feel that the 
husband had less power and as such she started abusing him 
“She was getting money and I don’t have money.  She starts ruling over me because I 
am depending on her resources.  She started thinking that she is a man and I am a 
woman.  I can’t do anything freely”. (Male IDI 5, urban)   
6.5.3 Alcohol and drug abuse 
There was a general consensus on the role of alcohol and drug abuse in IPV.  In both 
interviews and FGDs alcohol and drug use were perceived to be significant causes of 
violence, particularly the more severe forms.  During interviews women who were married to 
men who were both abusive and alcoholics reported severe forms of IPV, which some of 
them equated to forms of human torture.  They explained that substance abuse makes them 
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arrogant such that they do not listen to advice when they are under the influence of the drug; 
and they have more energy making it difficult for them to be restrained.  One female survivor 
reported to have experienced abuse only when her husband was intoxicated.  In the FGDs, 
women talked about women and children in abusive relationships running away from home 
for safety when their abuser gets intoxicated.  In the narrative that follows a survivor talks 
about how her abusive events are well calculated and that alcohol intake was used to justify 
violence:  
“When he is drunk..., he will beat me. If I ask anything from him whilst he is sober, he 
doesn’t respond..., he waits until he is drunk.  He drinks to beat me. It doesn’t matter 
when that issue was raised... morning or afternoon..., he will just keep the issue, goes 
drinking and comes back to confront me or beat me.  So this is how my husband 
behaves.”  (Female IDI 11, urban) 
Drug abusers were perceived to be worse abusers than alcoholics only   One of the survivors 
whose husband abused Indian hemp ‘Chamba’ made this contrast: 
Most of the violent men are smoking Marijuana (‘chamba’), some drink but the Chamba 
smokers are worse...  When they smoke... They feel like they have all the power, they are 
much stronger than anyone else.  When they smoke Chamba they feel more energetic, they 
are not afraid, and they can do anything that comes to their mind at that particular time.  
(Female IDI 3, urban) 
6.5.4 Family planning and desire for children were linked to violence 
Use of family planning methods was a recurrent theme related to violence among female 
survivors, health care workers and in community FGDs with women.  Participants explained 
that many men do not support the use of family planning and most men who oppose family 
planning are abusive.  Interviews and FGDs with health care workers revealed that many 
women access family planning methods without the knowledge of their husbands.  Many 
would request that their appointment cards be kept by family planning providers at the clinic 
and would cheat that they were going to the market yet they were going for family planning.  
Several reasons for men’s lack of support for family planning methods were given during the 
FGDs and interviews with women.  Participants explained that some men refuse their wives 
to use family planning because of associated complications such as lack of menstruation, 
prolonged menstruation, making husband sick and consequent loss of the male sexual desire.  
Women explained that prolonged bleeding is stressful to men because culturally they are not 
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supposed to sleep with a menstruating woman.  Lack of menstruation was also perceived 
problematic as it was associated with accumulation of diseases; as menstruation is associated 
with removing bad things from the female body.  Other women in the FGDs felt that jealousy 
was the driving force.  Participants said that many women on family planning methods look 
good because their bodies look healthy; therefore men feel threatened and jealous because the 
woman appears much younger whilst the man feels he is ageing.  Denying a woman access to 
family planning and consequently abandoning her was perceived as a form of violence 
among women.  Examples of marriages that ended in divorce because women were not 
menstruating or had prolonged bleeding following injectable contraceptives were given by 
several participants including this survivor.   
“With injections many women do not menstruate…  Men feel there is something 
missing in the wife… some men will accuse their wives of witch craft, claiming that 
they feel sick when they sleep with her…many women on injection who are not 
menstruating experience some form of violence… I received one shot and menstruated 
daily for 8 months.  It was hell, my marriage nearly ended that time, in fact we 
separated, he told me pack and go to continue practicing your things in your village, 
the doctor gave me some medications and I stopped.  When I stopped bleeding he 
called me back and warned me that if I continue that will be the end of our 
marriage…my friend was divorced” (Female IDI 1, urban) 
Three of the seven interviewed female IDIs could trace the origin or exacerbation of violence 
in their relationships to issues around use of family planning and desire for more children.  
Two were on permanent methods and one was on long-term temporary method.  One of the 
two on a permanent method reported being coerced by her husband to have a tubal ligation 
only for him to turn around and started demanding for a male baby.  The second case 
involved a woman who consented to a tubal ligation following difficulty delivery and an 
HIV-positive diagnosis.  Following the death of their only boy child, her husband demanded 
that he wanted to have another baby boy.  She reported having consulted gynaecologists who 
advised them against on medical grounds and also on poor chances of reversing fertility.  Her 
husband then impregnated their house maid.  Another woman recalled this episode focused 
on her Norplant (long lasting contraceptive implant).   
“In 2011 he started saying that he would like to have another baby.  I was unable to 
refuse because I feared violence.  I told him I had Norplant.  He said let’s go to the 
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hospital they should remove it… he stayed outside the consultation room… I told the 
sister [nurse] I am here to have the Norplant removed.  She asked when it expired.  
Why then are you removing it? I told her my husband has ordered it to be removed... 
She told me to invite him in …. He said that’s rubbish, he turned and immediately 
walked away… When we arrived at home that’s when the battle began.  I was beaten 
until he got tired of beating me.  He then took a knife and tried to remove the 
Norplant.  Unfortunately it was a blunt knife.  He went ahead and took a razor blade.  
He cut the edge of first stick [participant removed her top and showed the interviewer 
the upper left hand where the husband had cut open to remove Norplant] he squeezed 
it so that it should come out from the opening that he made  He tried all he could, I 
was crying and blood was flowing” (Female IDI 3, urban area) 
Childlessness was also associated with violence, especially in the form of neglect, wife 
abandonment and divorce.  Women who declared themselves childless explained that they 
faced violence from their husbands some of which was instigated by mother in-laws.  Women 
reported that men abandoned them for other women in the quest for children.  One woman 
interviewee (IDI) who had been married for some time without having a child reported that 
her husband was refusing to buy her food because there was no child to eat that food 
“It may happen that you are not able to have children so he may say that you are not 
giving birth.  It is better for me to go and find children.  This is a very big problem 
resulting in total separation, total separation.  When he comes home he does his own 
things and you also do your own things.” (Older women small group, rural) 
Some participants explained that childlessness may expose a woman to a form of cultural 
practice where ‘fisi’ hyena (human hyena) is introduced into the family.  The Human hyena’s 
(man’s) role is to father a child for the family in the case of a woman who is childless, failing 
to carry pregnancy to term or having her babies die prematurely.  While both parents and the 
couple may be involved it’s a process that is perceived to be engineered by parents 
 “They may hire this man to sleep with the woman until the child is born to this 
family.  The child may survive, the owners may know who the father is but the secret 
is kept in the family.  Outsiders may think that the man is the biological father yet the 
family knows.” (Young women FGD, urban) 
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6.5.5 ‘Democracy’ and ‘human rights’ as a cause of violence 
Narratives from interviews and FGDs revealed that the introduction of democracy and 
increased observance of human rights in the country was blamed by participants (particularly 
male and elderly female participants) for increased IPV in the country.  Democracy and 
human rights were perceived as a new social order, a kind of departure from old ways of 
living and characterised by ungoverned behaviours, selfish ideologies and introduction of 
new technologies such as condoms.  Elderly women in particular were concerned with the 
unruly behaviours of both young girls and boys which they attributed to excessive human 
rights.  Other women felt that many men are not seriously committed to marriage, but to 
enjoy pleasure. They aim to bring shame to women and that they do this in the name of 
democracy and human rights with the realisation that they can get away with so many wrong 
behaviours.  Human rights have led to increased unstable marriages which are dangerous to 
the girls because of increased violence: 
“These days’ girls are only listening to what they want because of excessive rights. 
The same applies to the boys (participants agree).  Our parents used to discourage us 
from staying together with boys (having sex) but nowadays they tell us that does not 
concern you, leave us alone it’s our rights.... They marry hurriedly without knowing 
the character of the husband. Two to three years down the line violence erupts in the 
family.  Now in this, their rights our children are giving us a lot of burden because 
they are not getting into stable relationships/marriages, they leave us to suffer with 
bringing up grandchildren” (all participants agree in a chorus). (Elderly women 
FGD, rural area) 
There was also a realisation that the problem is not democracy but that people are hiding 
behind democracy to abuse others 
“Like these days people talk about democracy... People are now getting used to doing 
things in the name of democracy; I don’t think its democracy but people deliberately 
choosing to act violently towards women.” (Older women FGD, rural)  
Organisations dealing with gender issues were particularly blamed for turning women into 
men.  Similarly the attitude of some of the health workers towards IPV survivors demonstrate 
that women are beaten by their partners for advancing gender issues in their relationships.  
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6.5.6 Witnessing violence in the family of origin  
Participants in interviews and FGDs felt people who grew up in violent homes tend 
themselves to be violent as grownups.  Women FGDs revealed that children imitate the bad 
behaviour from their parents.  Thus,  children growing in violent environments; watching 
their parents fight grow up thinking that fighting is what makes marriage.  Men had similar 
explanations. They said boys growing in violent homes believe that they were born violent, 
they have less regard for others and they may hit anyone without feeling remorse.  This 
behaviour may later translate into wife beating because they will have no regard for her.  
Both male and female participants in in-depth interviews associated violence in their 
relationships with poor upbringing in the family of origin of their spouses.  
“I may say that he must have inherited some of the violent behaviour from his family 
because that was not the first time for his mother to shout at me. I don’t think it was 
because of the child we lost. I think my husband was violent to me from some time 
back but I didn’t recognise the behaviour as violence”. (Female IDI 1, urban) 
Similar sentiments came from FGDs 
“The male children grow up thinking like marriage is fighting taking after what their 
father and their mother were doing. They feel like fighting is a good game that’s what 
marriage is all about”. (Young women FGD, urban). 
6.5.7 HIV infection  
Participants in the FGDs and interviews felt that violence is quite big because of the HIV 
pandemic.  They described HIV transmission as a form of IPV (see section 6.4) but also 
described HIV acquisition as a cause of it.  Participants explained that many spouses, 
especially men, do not want to stay with a sick wife. They said that men who are caring for 
their sick wives are relatively few compared to women.  Interviews with service providers 
revealed stories of deliberate transmission:  
“We had some cases coming to the organization, husband and wife are on separation 
and the husband knows that he is HIV positive. He will come back to the wife and 
forcing himself on the wife and then the wife discovers that she has been infected with 
HIV later after the man has forced himself on her….what the husband did was rape 
because he forced himself on the wife and it was intentional what he wanted was 
actually to infect her” (Female GBV service provider, KII) 
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Interviews with some of the male and female survivors who were HIV positive revealed that 
violence existed in their relationships prior to the diagnosis but it exacerbated the abuse   
“Violence came to my life because of my HIV-positive status. My healthy could not 
have deteriorated if he had taken good care of me but violence, lack of proper food 
and worries has facilitated the deterioration of my health. Imagine with a low CD4 
count I was supposed to take drugs. My husband hated the idea of having someone 
who is on treatment on daily basis. He wanted me to stay without treatment. 
Sometimes he used to tell me that when are you going to die? Your friends are dying, 
such a friend of yours is dead she was healthier than yourself. Why are healthy people 
dying and leaving you behind? Such talks contributed to the weakening of my body” 
(Female IDI 1, urban) 
6.6 Perspectives on violence and health 
The data reveal a number of perceived links between violence and health.  Violence was said 
to adversely affect the HIV status, the reproductive, emotional, psychological and physical, 
health of men and women, and to both directly and indirectly affect the health of children and 
family and national development. When discussing the health effects of violence one of the 
participants in a FGD described health and violence as opposing forces that are involved in a 
fierce battle and envisaged that health loses the battle to violence.  
“There is a big battle between health and violence and violence wins destroying the 
whole health of a person” (Older men FGD, rural) 
The major themes occurring in the data are presented below.   
6.6.1 A strong perception of the link between violence and HIV  
The link between HIV and violence against women and girls was a consistent theme in all 
FGDs, IDIs and KIIs.  Forced sex in marriages was perceived as exposing women to the risk 
of HIV, whilst HIV/AIDS infection was also a widely feared impact of rape. The refusal of 
partners to go for HIV tests or use condoms in this context was described as a form of sexual 
violence across interviews with survivors, community members and health care workers and 
came out most strongly among young people.  There was a high prevalence of self -reported 
HIV infections among those interviewed individually. Five of the seven women and two of 
the five men disclosed that they were diagnosed with HIV infection.  Most of the female 
survivors attributed their HIV risk to marriage.  The emotional burden that resulted from 
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contracting infectious diseases and thoughts of the aftermath of such infections was great 
among the survivors. Participants felt damaged and regretted getting married in the first 
place. Narratives from the participants displayed the sense of hopelessness.   
“I am meeting various kinds of hardships yet I am still young and moreover I have not 
given birth yet he has started giving me such diseases like Bubo (Lymphogranuloma 
venereum), gonorrhoea, syphilis.  He is somebody that I might divorce. I may want to 
marry another man and that other man may need a child but he has destroyed me. 
Imagine I went for testing and I have been found HIV positive. This is making me to 
have so many thoughts. Sometimes I ask myself what made me get married. If I had 
not married I wouldn’t have contracted such diseases” (Female IDI 11, urban).  
Disclosure of HIV-status was perceived to be particularly problematic within intimate 
relationships.  Health care workers felt that a large proportion of HIV-positive people do not 
disclose their HIV status to their partners.  Some of the health care workers felt that this 
constitutes a human right violation.  The following examples were given by some of the 
health workers based on reflections of dealing with HIV-positive people in health services: 
“When women are found HIV- positive and when we ask who they are going to tell, 
very few mention their husbands.  The majority mention their parents or other 
relatives.  This is how we know that once they tell their husband it means that will be 
the end of the marriage.” (HCW FGD, health centre) 
Typical examples of non-disclosure of HIV status to partners by both women and men were 
drawn from individual interviews 
“Her grandmother took her to the hospital and got her tested for HIV. When she came 
back from the hospital she started taking Bactrim secretly. I was just surprised with 
what was going on. No child revealed this to me... When I enquired from her about 
the drugs that’s when she opened up to explain about the drugs and she even sent me 
to collect the drugs for her” (Male IDI 5, urban)  
“My son-in-law asked me why I frequently visited the hospital.  I decided to let him 
know. I said for how long will I manage to hide this information?  I told him I take 
ARVs... But my wife could not accept that this was the case.  She doesn’t ask me but 
shout at me” (Male IDI 10, rural). 
195 
 
Fear of violence and divorce has also interfered with uptake of and compliance with HIV 
prevention strategies.  Health care workers made particular reference to condom use, which is 
commonly advised to people who are diagnosed with HIV infection and to people on STI 
treatment.  During the interviews health workers testified that some women do report back to 
the facility admitting failure to comply with condom use.  Providers explained that non–
compliance to condom use is very common because men would like to have ‘plain sex’ (sex 
without condoms) with their wives and women have to comply due to lack of economic 
independence.  Some female survivors reported that adhering to HIV related instructions 
including condoms use is made complicated in families where violence existed.  
“Many patients at ARV clinics are advised to use condoms and we have seen some 
women saying; ‘at home my husband told me to pack and go because I suggested use 
of condoms.’ Men want to have sex without condoms so women accept it because of 
poverty or they are afraid to leave marriage and go home because they would be 
asked why they came back.  So because they are afraid of this they stay on.” (HCW 
FGD, health centre) 
One of the male survivors admitted refusing condoms when his wife introduced the topic on 
condom use for the first time in their marriage of more than ten years: 
“When she introduced the condom issue in the family I refused because I wanted to 
sleep with her plain... without condoms. I asked her when this did start... We started 
using her condoms. Later I told her there is nothing that is happening [not enjoying 
sex]” (Male IDI5, urban) 
Men perceive that condoms are meant for relationships outside marriage or they associate 
them with having sex with prostitutes.  
In discussions with young people, rape was seen as barrier to accessing HIV testing and 
counselling, because it was associated with increased fear for the testing results.   
Testing following rape is very difficult. You think should I go and have my blood tested, let 
me just stay like this.  It’s very difficult.  You consider the looks of the person that has raped 
you; you imagine that man, can that one be HIV positive (all participants laughing) and in the 
process you find that you no longer pursue the matter further.  It’s different if your motive is 
just to learn of your status... you have the confidence to go and have your blood tested but in 
an event of rape you feel a lot of pressure... You just imagine yourself safe especially when 
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you are fat (all participants laugh).  Are you laughing at what I am telling you?  This is true... 
(Some participants agree with the speaker).  (Young women FGD, urban). 
Spontaneous reference was made to antenatal HIV testing, which was discussed in all FGDs 
with health workers without the need for specific probes or questions.  Antenatal HIV testing 
was associated with violence against women in most of the interviews with health care 
providers.  Participants explained that women who test HIV-positive during the antenatal 
period are faced with myriad challenges when it comes to disclosure of their diagnosis.  This 
was perceived as particularly relevant for first time mothers or mothers with newly found 
partners.  Health care workers noted that most people get into marriage without knowing their 
HIV status.  They learn for the first time about their status during the antenatal period.  
Women then become the ‘first people’ to know about their HIV-positive status and are 
therefore blamed for introducing the virus into the family.  In most cases, these women are 
not well prepared for HIV testing.  They go to the clinic without an idea that they will be 
tested for HIV and come out of it with an HIV-positive diagnosis.  For some, this period 
becomes the first time that women get to know that their husbands have long been diagnosed 
with HIV.  Some women are abandoned by their husbands and left to suffer alone and care 
for the baby because of the HIV-positive diagnosis.  One HIV- positive health care worker 
confirms the sufferings of fellow women in the following comment: 
“Eeh!  There are so many families that are complaining.  In fact, I am also HIV 
positive that’s why my friends feel free to tell me that their families are in trouble.  
They tell me, since I told my husband that I have been diagnosed HIV- positive I am 
not having peace and I see the family breaking up and the man marries another 
woman.  So women are struggling with life.” (HCW II , Health centre rural) 
Discussions on antenatal HIV testing revealed that some believed it to be mandatory as 
illustrated by the following response: 
“What is happening nowadays is there is a law that every woman attending antenatal 
clinics whether she likes it or not should be tested based on the advantages.” (HCW 
FGD, Health centre urban) 
Typical cases of HIV related violence and how they are handled at community level were 
also given in one of the FGDs with village health committees (VHCs).  Narratives showed 
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that women were not necessarily passive.  They actively sought assistance on how to deal 
with their situations as illustrated by the following excerpts:  
“On issues of violence, I remember we had a certain case; the woman went for HTC 
and was found positive.  She came back and informed her husband about the 
diagnosis.  The man denied it.  The woman went ahead and started taking ARVs.  
What used to happen is that the man used to steal the ARVs from his wife and was 
taking them (participants laughed) yet he was not aware of his status.  The woman 
came to complain to us.  This is what is happening but when I tell him he beats me.  
When people come to stop the fight and try to enquire about the cause of fight, I hide 
the truth and say its marital issues.  Then she said but I am now tired of this because 
the drugs finish before time.  Sometimes I am given drugs for two months but because 
we are sharing, the drugs finish within a month.  I then stay for the whole month 
without medications waiting for the date that I was given.” (VHC FGD, rural) 
6.6.2 Violence and reproductive health  
Other reproductive health consequences appearing frequently in the young people’s FGDs 
included abortions, pregnancy and frequent childbirths.  Unsafe abortions were a recurrent 
theme in the discussions with young people and perceived to be very common with many 
young girls reported to be dying from abortion-related complications.  Mothers of girls who 
become pregnant were particularly blamed for encouraging and performing abortions, and 
this was seen by many girls as a form of violence in itself.  Where abortion was not sought 
the dangers of childbirth complications were recognised.   
“Mothers in these houses are responsible for these things.  They ask you, are you 
pregnant? Its better you abort this pregnancy.  They may force you to abort against 
your will... She tells you here are the drugs, abort this pregnancy.”  (Young women 
FGD, rural)  
“But these parents who are aborting their daughters pregnancy ah! (Chorus) they are 
increasing tremendously.  In this village there are so many.“ (Young women FGD, 
urban) 
6.6.3 A link between violence and psychological ill-health 
Violence was also associated with psychological symptoms or distress in all the FGDs and 
interviews conducted.  The symptoms included depression, anxiety, fear, suicidal ideas and 
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attempts, loss of appetite, drug and alcohol abuse.  In many cases, suicide attempts, alcohol 
and drug abuse (in particular cannabis or “chamba”) were perceived as means of escaping 
violence.   
Health care workers explained that they felt there were many women presenting with 
psychiatric problems who had violence as an underlying factor.  Health conditions such as 
hysteria, fainting attacks, depression and minor illnesses of unknown origin were cited as 
examples of psychological complaints.  Patients who experience severe IPV-related 
psychological symptoms were felt to have been misdiagnosed.  In some cases women were 
prescribed psychiatric treatment.  A health care worker working in the medical department 
confirmed that she had referred some women to the psychiatric department during the month 
the interviews were being conducted.   
“In another case, the husband was very violent.  The woman had severe depression 
and she presented with symptoms like meningitis but later it was discovered it was 
violence.” (HCW II, hospital)  
A GBV service provider felt that many people in Malawi are depressed but it seems no-one 
knows how to handle them 
“Do you know that most Malawians are depressed but no-one knows what to do?  
They just resort to go to church.  You need to see a profession who will assist you.  I 
think there is more.  There should be more because intimate partner violence the 
dangerous part of it is that it is psychological.  It is because you are abused, beaten 
somebody whom you love.  You know that’s the confusing thing” (Female GBV 
service provider, KII) 
Fear and anxiety generated by violence was another dominant theme among female 
participants.  Many participants said women in violent relationships live in a continued state 
of anxiety and uncertainty.  They are always occupied with what would happen next, what 
would be the reaction of their husband.   
“Sometimes it makes us speak a loud as if we are talking to somebody else.  As if you 
are exchanging conversation with another person.  It is not because of other reasons 
but violence in our relationships.  You are always anxious and full of fear, thinking 
how he is going to receive me when I arrive home, what I am going to experience, 
how things are going to be. ” (Olderwomen FGD, rural) 
199 
 
6.6.4 A link between IPV and physical health 
Physical problems associated with IPV were mentioned primarily by health care workers and 
triangulated well with findings from the community FGDs and individual interviews.  The 
physical manifestations described were both as a result of physical and of sexual violence.  
These included:  loss of consciousness, bleeding, fractured ribs and arms, split eyelids, 
swellings of the forehead, bruises aches and pains, deep wounds, genital injuries; vaginal 
tears and cut penis and abdominal injuries, loss of body function, loss of weight, high blood 
pressure and death.   
Interviews with health service providers working in the reproductive and out patients 
department s revealed that many patients with suspected IPV reported with injuries in 
anatomical locations close to the genital areas, such as inner thighs.  They perceived that this 
was because many cases of IPV originate around quarrels over sex and extramarital issues.  
Specific cases involving genital injuries were mentioned in all the FGDs and interviews.  In 
one community where sexual abuse in the form of ‘finger insertion’ was said to be prevalent, 
an example was given of a woman whose vagina was torn because her husband had set his 
hand into the vagina; the woman sought health services but lied about the cause of the tear at 
the hospital.  
“This is a big problem.  A certain man tore his wife’s vagina...  He inserted his hand 
into the vagina.  The whole hand entered up to the wrist.  By the time he was 
removing the arm the vagina was torn.  Why?  Because he wanted to check the moves 
of his wife... The man removed her shirt and used it as a sanitary cloth and took her to 
the hospital.  At the hospital the wife cheated the health care providers that she fell 
from a tree.” (Elderly women FGD, rural) 
Health providers in the reproductive health department cited a recent death of a woman 
whose death was mistaken for a maternal death but examination of her body revealed that she 
might have died of strangulation.  The case was inconclusive since guardians refused a post-
mortem, saying that they did not find helpful considering that life was already lost. 
6.6.5 A link between intimate partner violence and harm to children  
The data reveal a number of perceived links between parental IPV and child health.  Violence 
against children was perceived as extremely serious by all participants.  As well as 
highlighting the seriousness of child rape, participants reflected on the interwoven nature of 
different forms of violence that children experienced.  Violence was said to affect the health 
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of children both directly and indirectly.  The main areas raised were that children raised in 
violent homes were said to be emotionally neglected; at risk of malnutrition; direct physical 
violence and sexual abuse.   
Participants explained that children are very much affected by violence in relationships; even 
though they are not being beaten.  They may be neglected and cannot go to school or may 
drop out of school.  It was said that children growing up in violent homes tend to develop fear 
towards their parents and may find it difficult to request essential things out of fear.  
Witnessing violence may result in poor concentration and poor performance at school as they 
may be pre-occupied with the thought about the violence they have witnessed: may be 
thinking about the injury one of the parents has sustained, trying to figure out the cause of 
violence.   
The psychological impacts of violence on children included engaging in anti-social 
behaviours such as running away from home and engaging in prostitution.  It was said that 
children growing up with a violent father may associate his coming home with violence and 
may develop a negative attitude towards him.  Fighting parents were also thought to be a 
great shame to their children.  One of the young women in a FGD commented:  
“It’s very shameful to watch your parents fighting everyday and for people to watch them 
fighting every day.  The person that feels more ashamed is the one that is not involved in the 
fight... in such cases you feel like you can do anything even prostituting making things even 
worse.  Many children have gone astray because of such situations.  Most of the street kids 
come from unstable marriages; they start stealing and prostituting” (young women FGD, 
urban) 
Certain forms of violence such as wife abandonment, greed, family neglect and financial or 
economic abuse were closely linked to child malnutrition.   
“Sometimes parents may not be able to meet the needs of children.  If they are not talking to 
each other the man might just leave in the morning without leaving anything for the children 
to eat.” (HCW II, health centre, rural) 
In one of the interviews a health care provider suggested that targeted screening be conducted 
with mothers of undernourished children.  Direct violence was also reported.  In the 
following quote the health care provider talked about a baby who was injured during physical 
IPV and serves as a typical example of direct consequences of IPV on the child: 
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“So violence may lead to harm to children like in that case disagreements between the 
parents led to harm to the baby.  […].” (HCW II, hospital) 
Cases of child sexual abuse linked to parental IPV were directly reported in two individual 
interviews.  One involved a step daughter who had learning difficulties and the other 
involved a sister-in-law.  The motivations were not clear from the interviews.  In addition 
interviews with a GBV service revealed that one of the factors related to increasing cases of 
incest in recent years has been fear of HIV infection.  Some women who are accused by their 
husbands for failure to meet their sexual desires resort to giving their daughters to their 
husbands in trying to please the husband.   
“They fear that the man will get HIV outside the home so they would rather keep him 
in the house so it’s like if he is not satisfied with his wife then the wife would say then 
you can sleep with the daughter… but then that does not prevent a man from sleeping 
with other women outside the home so you find that there is a whole vicious circle 
where the women contracts HIV, the daughters contracts HIV and the man is HIV-
positive” (Female GBV service provider KII, urban) 
Interviews with survivors confirmed that IPV co-existed with child rape and physical abuse.  
Cases of other forms of abuse were revealed in three of the seven interviews conducted with 
female survivors.  These were sexual violence cases that involved a domestic servant, the 
young sister of the survivor and an epileptic step-daughter.  In another case, the biological 
daughter was physically and verbally abused by the father.  Male survivors reported child 
neglect and acts of physical violence directed towards children.  This woman describes the 
effects of violence on her daughter.   
“I think one of my children has been mentally affected.  Sometimes when she is quiet 
you see tears falling down from her eyes.  When I ask her what’s wrong with you.  She 
says nothing.  So I know that it’s something to do with issues within the family.  Her 
father says she doesn’t resemble him and because of that he claims that she is not his 
daughter.  He says this in the presence of the child... she was saying that if I was a 
witch I could have killed my father... Her father said that he dreamt her bewitching 
him.  He grabbed her and undressed her and told her I will beat you and throw you 
out of this home.  You are going to sleep outside naked if you don’t reveal the person 
that sent you to bewitch me...” (Female IDI 3, urban). 
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6.7 Summary 
This chapter has presented types and perceptions of intimate relationships, definitions and 
perceptions of violence in relationships, outlined the perceived magnitude of IPV, the range 
of forms of violence, the perceived causes of violence and perspectives on violence and 
health.  
Various forms of intimate heterosexual relationships in Malawian society including pre-
marital, marital and extra-marital relationships were described.  Virtually all types of intimate 
relationships were described as potentially violent.  Results of this analysis revealed that 
older participants perceived that marital relationships made women more vulnerable to IPV 
than other forms of relationships, and that the risk was even higher in ‘eloped’ (define) 
relationships compared to ideal relationships.  Young people’s experiences of IPV were 
underestimated by the older groups and services.  There was also an expectation for women 
and girls to ‘endure’ violence, as a part of life and relationships.   
The gendered perspective to IPV is contested in the Malawi setting resulting in mixed 
feelings about the magnitude of IPV against men (IPVAM) and IPV against women 
(IPVAW).  However, the majority felt that more women than men experienced IPV.  Power 
differences between men and women interacted with cultural, religious beliefs, economic and 
structural factors to produce women’s vulnerability to IPV.  A minority of participants 
(mostly men) argued violence does not need to be distinguished from a gender perspective.  
The study also showed some tensions with the human right perspective as they are blamed for 
increased unstable marriages that are likely to expose women particularly young girls to 
increased violence.  Men blamed human rights organisations dealing with gender issues for 
turning women into men and for biased service provision that neglected the needs of men.   
The chapter has also presented a range of behaviours which were described in the interviews 
and FGDs as forms of violence from femicides to neglect and deprivation.  Other forms 
perceived as violence include use of love potions, infecting a partner with sexually 
transmitted infections and particularly HIV.  These have been mentioned separately because 
they are not often described as such in the literature.  Many of these occur concurrently and 
over a period of time. 
Findings have also demonstrated high levels of concern about the potential health outcomes 
of IPV. Participants mentioned various adverse health outcomes including unintended 
pregnancies, abortions and risk for HIV and AIDS, interference with family planning, mental 
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health consequences and poor child health outcomes.  HCWs too narrated different scenarios 
where they had encountered medical conditions that had IPV as an underlying factor.  Some 
of the cases were wrongly diagnosed and treated before IPV was recognised.  In some of the 
interviews HCWs even felt that health care services are populated by individuals reacting to 
domestic issues.  Violence was generally perceived as a painful experience that turns marital 
relationships into a kind of slavery or prison for the survivor. 
Having reviewed the legal and policy framework for IPV in Malawi (Chapter 5) and gained a 
deeper understanding of the perspectives on IPV at community, individual and service 
provider level (Chapter 6) the next step is to explore help-seeking options (Chapter 7).  In 
view of the demonstrated links between violence and health a focus on understanding the 
interactions with the health sector is required.  Bringing these three areas (legal/policy; 
community and individual perspectives and service responses) together will then allow for a 
triangulated understanding of potential context embedded and relevant interventions that will 
be discussed further in Chapter 8.   
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Chapter 7:  Perceptions of IPV services in Blantyre, Malawi 
7.0 Introduction  
This chapter develops an understanding of the ‘what next’ after IPV has occurred or is 
occurring.  It explores perceptions and experiences with informal and formal sources of 
support for IPV, considering the barriers and enablers to help seeking (section 7.1).  The role 
of different actors including the actual and potential role of the health services is specially 
examined from the point of view of survivors, communities and health care workers (section 
7.2).  Routine record review data from a tertiary referral hospital are presented as a case study 
(section 7.3) in order to further define the potential and actual health services responses.   
7.1 Help seeking options including barriers and enablers  
In all the interviews and FGDs people described various sources of help for IPV categorised 
into informal and formal sources of help.  All survivors and fewer FGD participants spoke of 
their experiences with these sources of help that took place during and after their abusive 
relationships.  The majority used informal sources: family, friends, and neighbours, marriage 
counsellors, religious leaders/church; and traditional leaders—and a minority used more 
formal supports such as health services; the legal system, police and the courts.  The role of 
the ‘nkhoswes’, traditional leaders and police were revealed as paramount.  
7.1.1 Informal sources of support  
7.1.1.1 Family support  
The role of the family in supporting survivors of IPV was generally appreciated by all: 
mother’s brothers, sisters, in-laws and grandparents were commonly mentioned as sources of 
support.   In some of the cases, support from relatives was offered without being solicited.  In 
one of the Female FGDs, a participant indicated that relatives may enquire about violence if 
they suspect that something is not well.   
“Some courageous relatives may even ask you ‘Are you sick?’ You say no.  ‘OK but 
what is eating you away?  Are you at peace with your husband?’  When they ask you 
like that you remain silent for some time because you can’t just respond...  you pause 
a bit thinking how best to respond to that question, should I disclose that he is 
violent? Now if the person you are dealing with is an elderly person, he understands 
that in your silence... you have communicated.”  (Young women FGD, rural) 
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Examples of positive support from relatives were given in both male and female in-depth 
interviews.  Four said they were sheltered by their own relatives either following divorce or 
when they needed shelter for safety.   Female survivors who required health services had their 
mothers escorting them to the hospital and police to seek help.  In some of the instances 
family rushed to diffuse the anger between the couple or rescue the survivor.  A female 
survivor recounted how her husband’s uncle reported his nephew to police after he severely 
beat her  
“He beat me again in Zomba... His uncle told him this is Zomba...I will send you to 
jail... His uncle reported him to police he told the police he is my nephew but he 
started this behaviour long time ago.” (Female IDI 11, urban) 
Negative encounters with family, lack of family support and/or distrust of family, were also 
encountered by many as this quote illustrates:    
“His brother had nothing to do with us.  When he heard that my husband was beating 
me he just said: ‘It’s up to them.  This is what they wanted.” (Female IDI 3, urban).  
These experiences left the interviewees reluctant to turn to family members.  One of the 
survivors who expressed that he was still in love with his abusive wife and kept returning to 
her felt that relying on relatives to come and sort out violence–related issues has proved a 
challenge for him because of the repeated nature of violent behaviours followed by 
conciliation.  Relatives withdrew their support because they got tired of resolving the same 
problems.   
For young people consulting parents for support was not considered an option.  Many girls 
said they were too scared to disclose violence to their parents for fear of a negative reaction.  
Boys shared similar sentiments about even disclosing they were having a relationship.  Both 
girls and boys complained about a lack of open communication between them and their 
parents, particularly on sexual issues and expressed a desire for more opportunities to 
communicate to help them develop.  Other authority figures such as teachers were not trusted 
because of their own involvement in sexual violence and abuse.   
7.1.1.2 Marriage counsellors 
The important and culturally sanctioned role in conflict resolution of those family members 
designated as marriage counsellors was widely recognised in all the FGDs and interviews.  
Most participants viewed them as their first point of contact.  It was said that the right 
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approach to IPV was to first approach the nkhoswe.  Their roles were perceived as conflict 
resolution, building marriages and promoting behaviour change in the perpetrators; which at 
times requires instituting some measures of punishment.  They worked in the best interest of 
children’s welfare.  It was also mentioned that formal sources of help could refer survivors 
back to their nkhoswe for mediation.  A female interviewee described the characteristics of a 
good nkhoswe as somebody who should be able to handle each problem that has been 
referred to him/her because they were chosen out of trust.  He/she should be mature and 
shouldn’t be jealous.  These sentiments of the survivors were shared by many participants in 
the FGDs who felt the success with the system depended on the wisdom of the nkhoswe.  
Little was mentioned about the lack of training or support systems for the nkhoswe in 
fulfilling difficult roles.   
Emphasis on the role of marriage counsellors during many of the FGDs was focused on their 
role as marriage builders and not destroyers.  Many participants explained that marriage 
counsellors are not there to destroy marriages but to unite couples.  Other sources of support 
were to be approached if the nkhoswes failed to resolve the conflict.  A participant who 
disclosed that his son was once a victim of IPV commented:  
“Like in my case, my son was in such a situation, so I talked to him to follow the right 
procedure, by going to the marriage counsellors’ but the counsellors failed to sort out 
the problem and he just resorted to go to victim support unit.” (Elderly men FGD, 
urban) 
Procedures for reporting IPV to nkhoswes and resolving conflicts were described.  
Participants in the FGDs said that the person who is wronged is supposed to present his/her 
complaint to the marriage counsellor of her/his partner.  Then the partner’s nkhoswe will 
invite the nkhoswe from the abused partner or complainant to a hearing.  Both partners are 
given a chance to explain their side of the story beginning with the abused, marriage 
counsellors are then expected to cross-examine the stories, draw their own conclusions and 
come up with possible solutions that may help the couple to stay together.  Reconciling the 
couple was the ultimate goal of the counselling couples received from the nkhoswe, followed 
with an observed period for change of behaviour.  If violence persists then nkhoswe may refer 
the couple to the village headman or victim support unit depending on the individual 
situation.   
207 
 
Divided minds existed over the effectiveness of nkhoswe in dealing with IPV, with the 
majority feeling that they were less effective.  Some participants felt that marriage 
counsellors were poorly equipped to handle complicated issues like violence which are 
considered police case.  This was put down both to deliberate taking of sides and to lack of 
skill, training and support for a difficult role that often resulted in burnout.  
Despite the sanctioning of their cultural role the majority of participants felt that advocates 
may deliberately or unintentionally cause harm either through fostering their own agenda as 
relatives of one party or through lack of skill and support in dealing with complex 
counselling issues.  Marriage counsellors were blamed for failing to genuinely represent the 
interests of the couple and for seeking to advance their own agendas through the couple.  This 
mentality was described as “a stand for myself mentality”.  In an FGD with males, marriage 
counsellors were likened to Chinese products [fake].  Some participants felt that some 
marriage counsellors would keep grudges against the woman if they perceive her to be 
blocking them from accessing what they want from the family.  As such, they fail to 
administer justice accordingly because they may use it as an opportune time to get rid of the 
woman.  Marriage counsellors were blamed for siding with their relatives even when it was 
thought to be obvious that they were wrong, and for encouraging women to endure very 
difficult situations.  Women said that their complaints are downplayed by the nkhoswe:  
“We are ignored.  They don’t take our complaints seriously.  So I feel these marriage 
advocates are not helping us”. (Older women FGD, urban) 
Marriage counsellor burnout was perceived as a major stumbling block for help-seeking in 
situations of recurrent violence.  Participants explained that nkhoswes would gladly assist 
when you approach them for the first time but repeated visits to nkhoswes were met with 
negative outcomes.  Participants talked about nkhoswes tiring easily especially after repeated 
visits: 
“You know sometimes we have difficult men.  When you go with an issue the first time 
to the marriage advocate, they try to help.  If you go again with the similar issue after 
a month, the nkhoswe gets tired, and actually mentions it openly to you that you are 
troubling us.  This is too much we are out of it because you are not changing.  It is up 
to you to stay together or not but we are not involved anymore, so we feel that they 
have failed. ”(Older women FGD, rural)  
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These attitudes in turn left participants feeling dissatisfied with the help received from 
counsellors as the following quotes show:  
“The first time I experienced violence in my relationships people proposed that we 
engage our marriage advocates but things didn’t change.  My satisfaction was short 
lived.  I saw some temporary change in my wife.  I reached the stage that I gave up 
taking issues to marriage advocates” (Male IDI 5, urban) 
“I got very angry.  I think that was time that my marriage should have ended.  My 
marriage and his marriage advocates came.  I told them this is the end of this 
marriage but he used threats.  The marriage advocates were also afraid to endorse 
that the marriage should end.  As a result the marriage advocates were apologetic.  
Please forgive him, such things do happen go back he is your husband they were 
saying all this because of his threats” (Female IDI 3, urban)  
Wealth inequalities between the perpetrator of violence and advocates were seen as another 
factor affecting the marriage advocate system.  A survivor who was married to a prospering 
business man felt that men who are economically empowered look down upon their 
advocates who most often are lay people from the rural areas.  Thus marriage advocates felt 
less able to handle conflict.  In the following quote a survivor narrates how this disparity 
played out in her own marriage:   
“If I reported the issue to my husband’s relatives, his marriage advocate would say I 
am unable to solve your marriage problems because your husband doesn’t listen to 
me.  When I took the issue to my relatives, my husband posed big to them...and you 
know if you are coming from the village and you are dealing with somebody who lives 
in the city, somebody with money and a car, you know there was nothing that my 
relatives could say.  He disrespected my marriage advocate” (Female IDI 1, urban) 
Urbanisation has strained the marriage advocate system even further.  This was particularly 
true for couples residing in urban areas, away from their relatives.  Participants in urban 
Blantyre felt geographically delinked from their traditionally designated sources of support.  
Distance was perceived as an obstacle for accessing help.  Participants cited lack of transport 
money to get back to their villages or to call people from their village to come and assist 
them.   
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“ It’s difficult to complain to the marriage advocate because he is in the village and 
it’s difficult to get money.  If my husband is failing to supply some of our needs here it 
is very difficult for me to get 800Mk to go and get my marriage advocate from 
Zomba.” (Female IDI 2, urban) 
Similarly another woman said:   
“I did not report to our marriage advocates because they are in Nsanje and that’s 
where both of us come from.” (Female IDI 6, urban)  
7.1.1.3 Prayer and religious leaders 
Some of the key informants reported that they have noticed that many people are turning to 
churches with violence issues.  Participants and interviewees who self-identified as 
Christians; and those who believed that violence had a demonic origin perceived that prayer 
was the first strategy to overcoming the problem.  While acknowledging the role that many 
people, including marriage counsellors, have in reconciling the couple, they felt that they are 
also human beings; as such they may have their own challenges which could make them fail 
to give effective help.  They said many believe that violence as a behavioural problem may 
perfectly be dealt with by divine intervention and transformation of the spiritual life of the 
individuals concerned.  Others noted a common teaching during pre-marital religious 
counselling which discouraged newlyweds from consulting nkhoswes with marital problems 
as they have their own problems.  In the following quote a participant explains why pastors 
are his first choice in terms of help seeking for violence:     
“For me a person whom I can tell without difficulties is the one who knows the 
Lord...I sometimes go to the pastor...the first thing I go to the man of God to explain 
my problem before going to a marriage counsellor...because whatever he is going to 
help me with will be accepted both in heaven and earth” (Older men FGD, urban) 
The following quote describes how prayer works to reduce violence:  
“I would say that the first thing is to pray.  Ask God to deal with your situation.  Sometimes 
you get the answer there and then or God gives guidance to approach the right people that 
can help sort out your problems.” (Male IDI 8, urban) 
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Female survivors explained that they drew their strength from prayer.  Two women who had 
their cases appealed in court talked about going to the mountain on every Saturday morning 
for prayers and fasting; asking God to help them get justice done.   
Seeking help from women and men of God had its own pitfalls too.  A woman  who 
explained that the wrangle between her and her husband stemmed from  her husband’s  desire 
to have a male child following tubal ligation and resorted to prayer hoping that God would 
open her womb once again.  She told of how the prayerful woman she regularly consulted 
started an extramarital affair with her husband and ended up getting married to her husband.  
Other participants in the focus group discussions felt that the role of church and religious 
leaders may be limited to only those that attend such forums.  They recognise that there are 
some people who may not belong to any denomination and those need to be reached as well.  
Marital vows were raised in one interview as hindrances for some women to exit violent 
relationships.  However, this was not discussed further in the interview or FGDs. 
   7.1.1.4 Friends and neighbours  
The role of friends and neighbours was prominent in most of the survivor’s accounts of 
violence despite the fact that many FGD participants and some survivors were sceptical of 
telling others about their experiences of violence.   
Young people in particular turned to close friends who were trusted with their secret 
information and often acted as go-betweens in their relationships (see section 6.1.1).  The 
majority of young people interviewed explained that they share their experience of violence 
with trusted friends. Although peers provided valuable support, they shared confusion about 
the acceptability of rape within relationships.  Some of the participants admitted that when 
confided in they are unable to offer tangible advice.  Others expressed dissatisfaction with the 
help they get from friends.  
“Your friends will say you refused him that’s why he has done this to you.  It’s good 
that it has happened like that next time you need to discuss properly (all 
laughing)...We expect them to help us, maybe lead us to somebody who can assist only 
to be told that that is what a relationship is all about.  It’s disappointing because if we 
knew that this is a relationship we couldn’t have bothered to approach her to assist.  
It’s like she is pushing you deep into the trench.” (Young women FGD, rural). 
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Help from neighbours was frequently associated with severity of violence.  Neighbours were 
likely to intervene when they perceived violence to be severe, and when violence was 
disclosed or witnessed by them.  In many of the survivor’s narratives, neighbours assisted in 
the immediate aftermath of the violent episode especially where injury or life was endangered 
or where mediation was required but counsellors were inaccessible.  These neighbours or 
friends played many roles including that of mediation, advising or encouraging survivors to 
seek help from relevant sources and calling for police help in times of danger; providing the 
survivors with food supplies and in rare cases they helped by giving transport money so the 
survivor may escape.    
A male interviewee narrated how his female neighbour was the first to arrive at the scene and 
managed to call for police intervention  
“She heard the noise of the house trembling coming out from our room.  She rushed 
to see what was happening.  When she came she found me.  I called her to come to see 
then she said no I will call your fellow men.  Then the men came to see me.  Then they 
took me outside, I was in bad situation.  Other charcoal sellers came running when 
they heard about my situation.  The charcoal sellers at the market saw a policeman 
passing by, they called him and when he saw my situation he called for police car”. 
(Male IDI 9, urban) 
Another male survivor talked about how a female acquaintance helped him seek help from a 
community based organisation (CBO): 
“A certain woman stays up there.  She receives same medication as me.  When she 
saw how I was treated in my family, suggested that I should go and complain to the 
organisations.  I thought people have advised me, should I just remain silent; hide 
these things, that’s when I made the decision to go” (Male IDI 10, rural) 
Similar stories were told by the female interviewees.  One remembered receiving 200MK 
(less than 50 British pence) from her husband who had deserted her for over a week, leaving 
her with nothing to eat with their children.  Her abusive partner impregnated his step-
daughter; and went on the run fearing police arrest.  His disappearance meant that she and her 
children had to starve since the breadwinner was not there.  She recalled how female 
neighbours intercepted him and pleaded with him to support his family after he briefly 
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showed up at his home, sitting on the veranda of the neighbour’s house and disappeared 
without leaving her with anything.   
“As he was going some of the women called him, please would you come they told 
him.  You know this woman is suffering together with the children.  She has no food.  
For her to eat with the children we have to give her maize to mill and give her some 
flour in a basin.  What are we going to do? Why can’t you provide transport for her to 
go to the village?  She is suffering very much.   She has become our burden we have 
to feed her yet you are just wondering.” (Female IDI 2, urban) 
A similar story of wife desertion, subsequent reliance on neighbours and women 
interventions was told by a woman in an in-depth interview.  Her husband packed his clothes 
and disappeared for a week leaving her with nothing.  She told how as a pregnant woman she 
had spent four days on an empty stomach and fainted as a result.  Neighbours, particularly 
female neighbours rushed to call a man who assists people to deal with marital issues.  She 
also told of how women gathered at her house with the intention of beating her husband 
“There were several women at my house and these women had ganged up to beat my 
husband... The women asked him, tell us why are staying at the market? Are you not 
aware of what happened here? He answered I know.  Why are you doing this, they 
asked him.  This is my wife.  Whatever can happen here is none of your business.  Just 
leave these things; I am the one that pays rent for this house.  The women said let’s sit 
and talk because if your wife has reached a point of collapsing it means there is a big 
problem here.  He answered them I am washing my hands over this woman’s issue 
(telling the women).  From today onwards you are going to be responsible for this 
woman why are you accusing me of extra marital relationships when i have never 
been involved in that.   He refused having extra marital relationships yet he was 
caught red handed.” (female IDI 6, urban) 
Perpetrators’ challenging attitudes and survivors’ merciful or loving hearts were perceived as 
obstacles for neighbours to effectively help survivors.  Lack of trust with the information 
received from the neighbours was the other.  It was commonly said in the FGDs that friends 
may give wrong advice because they are eyeing the same man so they want the survivor to 
divorce to snatch the man from her.  
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City life made help seeking for IPV even more difficult.  One survivor in urban Blantyre 
described life in the city as a sub-culture that is completely detached from the communal life 
of the village or rural areas.  Another of the survivors explained that in the rural areas there is 
social cohesiveness.  Families are surrounded by members of the extended family who can 
quickly come and intervene in violent situations.  He explained that people in the city lead an 
individualistic life style, where each one minds their own business.  In one of the interviews a 
survivor likened life in the city to life in a jungle emphasising the lack of available social 
support: 
“It’s difficult for neighbours here in town to know the violence you are experiencing 
in your family.  In the village it is easier; uncles are there, staying very close to you.  
Here in town we are like living in a jungle...people in the city are town men, they have 
learnt the city culture, and everybody minds their own business.” (Male IDI 9, 
urban). 
7.1.1.5 Traditional leaders 
Traditional leaders in their various capacities: chairmen (ruling party chairmen or chiefs 
assistants), neighbourhood watch, village head men and traditional authorities (see section 
3.1) were cited by study participants as points of referral for family issues including IPV.  
The role played by traditional leaders in violence prevention was acknowledged by many in 
the FGDs.  Some of the survivors also reported having contacted or being summoned by the 
traditional leaders over IPV.  The different categories of traditional leaders seemed to work in 
close collaboration with the village head; and the traditional authorities were superior to the 
village heads.  Neighbourhood watch was more applicable in urban and semi-urban locations 
and was associated with helping with violence that erupts during the night.  Chairmen were 
often described as village head men’s assistants and were first approached with issues of 
violence before the cases were referred to the village head man.   
The role of the village head was not very distinct from that of the marriage counsellors.  
Participants explained that the village head gives advice and encourages behaviour change.  
They also don’t have the power to dissolve marriages.  However, the village head had power 
to write referrals for police intervention and to charge the perpetrator with wrong doing.  
Participants indicated that the chief receives referrals from marriage counsellors, chairmen, 
community victim support units but sometimes  survivors can go directly to complain to the 
chief especially where other point of referrals are non-existent.  They also receive back 
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referrals from the police.  Some rural women perceived help seeking from the traditional 
leaders as a reflection of the change in the way IPV is being perceived; that is moving IPV 
from 
419
the domestic sphere and making it a public issue.  Women said when things reach the 
point of seeking help from traditional leaders it means, violence or conflicts have become 
public; the process which many associated with a lot of shame.   
“When marriage counsellors feel that there is no change they give you an okay to 
take the issue to the chief.  This now becomes an open thing because he has refused to 
heed to the good (in-house mediation).  This brings a lot of shame because it is made 
public.” (Elderly women FGD, rural) 
The photo below shows a public hearing of a similar case that had been taken to the chief in 
Ndirande.  
Figure 7.1 Traditional hearing  
 
Photo by Diana Cammack 
The traditional authority was perceived to be the last person in the line of authority in the 
traditional point of referrals.  They have more powers than the village heads, they receive 
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referrals from village head and can dissolve marriages but with consent from either or both of 
the partners.  Women emphasised that the power to end a violent relationship or marriage still 
is left to the survivor.   
“Even the traditional authority does not end somebody’s marriage but the concerned 
parties do.  There is a question that is asked, these issues have passed through many 
forums at home, and that now you are here...if the woman has felt too much heat she 
has the power to end the marriage” (Elderly women FGD, rural) 
There were mixed feelings about the effectiveness of the traditional leader’s interventions in 
violence issues.  Some of the participants explained that the village headmen’s interventions 
were helping in reducing violence.  They noted that men are thinking twice before acting 
violently against their partners.   
“The judgement from the village head is good especially for those who understand it.  
Other men are indeed stepping back from violence because they are afraid of the 
judgement although some men are still resisting it” (older women FGD, urban) 
Communities that reported that the police was far away from them felt that reporting violence 
to the chief was more convenient because of accessibility 
“The village chiefs are also helping us in the villages.  Sometimes it may happen that 
there may be a man or a woman has experienced violence and the victim support unit 
is far away people just go to the chief, my husband has thrown my pot away, and he 
beat me yesterday and made me sleep outside” (older women FGD, rural)  
Some problems with seeking help from the chiefs were highlighted.  Public hearing of 
domestic violence issues was perceived as an obstacle for help seeking from the village 
headmen.  Other participants indicated that the chiefs are less useful because of the 
government involvement [police victim support units] in domestic violence issues.  They 
push every single case to the police instead of trying to resolve some of them in the village.  
Traditional leaders were also blamed for being lenient with perpetrators; for being 
inconsistent in their judgements.  Corruption with the traditional system was blamed for 
perverting the course of justice.  A group of young women expressed their dissatisfaction 
with the traditional leader’s judgement:  
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“We are not satisfied... they charge you MK1000 so that your case can be judged 
appropriately.  Without money your case will not be judged rightly.  This means that 
you are going to continue suffering.  Those with money receive justice and their 
relationships are sustained.  If you have money justice flows like water if you don’t 
‘zako zada’ meaning you are doomed” (young women FGD, rural) 
On the other hand, one woman in a different FGD in the same area as the above participants 
reported that their village headman was a corruption-free person.  He was very tough on 
corrupt practices and does not engage in corrupt practices.  She explained the traditional 
leader demands ‘chabwalo’ chief court fee which is a legally bound fee for hearing cases.  
Other participants in the group did not argue against or for.  The moderator did not probe 
separately to find out whether the participant was related to the traditional authority or she 
herself may be one of the chief’s helpers.   
Some of the survivors had made contacts with the traditional authorities over IPV related 
issues.  In the case of one female survivor IDI, neighbours report them to the chief for 
fighting when there was a funeral in their neighbourhood.  The chief charged her husband a 
‘chindapusa‘ (stupidity) fee of MK5000 for beating his wife.  Failure to pay required that 
they from the area for being violent.  Her husband chose to move away from the village and 
rented in a different location within city, detaching the women from her social network.   
Another interview participant registered her disappointment with the traditional leader’s 
judgement after he decided to forgive her husband who had beaten her during pregnancy.  
She explained that in the traditional leaders ruling he considered the fact that she was heavily 
pregnant, that she could go into labour at anytime and that she needed support.  
7.1.2 Formal sources of support outside of the health sector 
7.1.2.1 Organisations dealing with GBV 
Generally, knowledge of organisations that deal with GBV was poor among participants 
largely because these organisations were inaccessible both in the urban and rural areas; and 
the role of organisations on matters of IPV was perceived to be newer.  Young people’s 
FGDs mentioned a general lack of community-based organisations dealing with violence, 
explaining that most community development programmes communicate primarily with 
elders who may have limited understanding of the challenges young people face.   In general 
participants were more confident to talk about CBOs that were dealing with HIV than GBV.  
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In certain areas women mentioned that such organisations once existed but they ceased their 
interventions due to lack of funding.  In many cases organisations were associated with the 
city.  In certain places, participants said they only hear about these organisations they don’t 
know who they are, what they do or where to find them.  However, they voiced a need for 
GBV organisations.  These organisations were requested to fill in the gap in the counselling 
needs of couples. 
“There should be organisations that can help us on this.  We just hear that there are 
organisations but we don’t know where they are.  So instead of going to police, we 
can go there and get counselling from those organisations...  So we wish if there were 
many such organisations. Maybe if such organisations were increased maybe abuse 
would reduce”(older men FGD, rural) 
Lack of knowledge about GBV services was a cause for failure to seek help.  Lack of 
familiarity with the city and its services acted as a hindrance for seeking help.   
“When we saw that we felt that the police were less helpful so we felt like we should 
go to the organisations because we perceived that the police knew something about it.  
But we have moved from Makheta and I am new to the city so I couldn’t” (female IDI 
11, urban) 
Three interviewees, one man and two women, did seek services from NGO/CBOs.  In all 
these cases NGOs/CBOs were the last to be approached.  The first made contact with NGOs 
when her husband reported her to one of the NGOs for child abduction.  The second came 
from a patrilineal society where children belong to the father upon dissolution of marriage.  
Upon separating from her husband she went to her children’s school and ran away with her 
children and hid her children.  Her husband accused her of child abduction and she was called 
by the NGO.  Similarly, the third survivor had problems with access to children and 
maintenance.  She sought help to allow her to see her children and receive maintenance 
support from her husband.  She recounted visiting another organisation to help her appeal her 
case with the high court after she felt let down by the magistrate rule.    
Talking to leaders of some of the NGOs based in Blantyre revealed that many are struggling 
with getting funding for GBV activities.  Many listed gender violence as secondary activities, 
others talked about mainstreaming GBV in their programmes yet others talked about shifting 
their focus slightly to empowerment, reproductive health and literacy programmes.  During 
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the interviews examples of NGOs who were failing to operate due to lack of funding were 
given.  Providers explained that their activities are donor-driven, which limits the extent to 
which organisations can operate based on their passion and need.  This service provider 
perceived donor dependency as a major obstacle to implementing programmes:  
“Most of the times when you are depending on somebody else’s money you don’t fulfil 
what is at the centre of your passion.  I can say, we are donor driven and that is our 
big challenge.  Really in the city I wish I would work even with girls on the streets.  I 
wish I would really reach them.  How would I incorporate them? I tell the young 
people in the organisation please write some projects to try and reach the 14 and 15 
year olds that standing along the road at Kamba it’s really a problem” (Female GBV 
service provider, KII,) 
Many participants were optimistic that if organisations could engage with the community 
more people would seek help for IPV.  One of the male survivors had a personal connection 
with this idea.  He felt that getting outside help or having outsiders to come and talk to them 
over their problems would probably help to save his marriage.  He observed that relying on 
relatives to come and sort out violence related issues has proved to be a challenge because of 
the repeated nature of violent behaviours.  He said his relatives do not consider the love he 
has towards his wife.  The majority of participants voiced concern over issues of privacy on 
matters that concerns violence in relationships.  Some participants explained that organisation 
should establish a private room within the community where individuals could be heard in 
privacy if issues are held in public then people would not be free to talk about their issues.  
Some suggested that a similar set up be made at the hospital like they do for HIV testing and 
counselling. 
“If those organisations are established they have a room where someone can go and 
share his concerns to be helped individually.  That’s people can be helped but for 
people to do it in a group while everybody is seated... that’s what we have already 
said that people fail to reveal for they are laughed at and they become ashamed”  
(older men FGD, urban) 
 Some participants felt that existence of these organisations will promote disclosure among 
survivors because many women especially in the village fail to report abuse because they are 
scared of police.  They said some village people think that once violence is reported to police, 
their spouse may be arrested 
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“For people to get to police, they are scared of course.  Some village people think 
that if i go to police my husband will be arrested its better for me to leave it just like 
that...most people are afraid to report to the  police”(older men FGD, urban) 
Some participants suggested that some tough measures needed to be put in place to curtail 
violence.  However they felt that institution of tough punishment should go together with 
establishing mechanisms for thorough investigations of cases of violence.   
7.1.2.2 Police 
The role of police in IPV was highly recognised with spontaneity in all the focus group 
discussions and interviews conducted.  There was a general consensus that police through its 
victim support units were offering tremendous help to survivors of domestic violence.  The 
exception to this was among young people, who were aware of the availability of services 
such as police victim support units, but did not feel these were appropriate sources of support 
for them.   
In some of the communities participants reported that police was the only GBV service they 
knew about.  In recognising the efforts police services had done in engendering its services, 
one of the GBV service providers recommended that health services ought to learn from 
police on how they ought to handle violence.  Some participants in the focus groups reported 
having accessed the services at one point yet others said they have heard about the services.  
Several referral pathways were described including self referral, marriage counsellors, 
community victim support units and the village head man referral. 
That the police have a role in violence issues was clear: 
“Violence is an issue for the police... The police know that this person is violent; we 
should assist in this way to reduce violence...” (Female IDI, urban) 
However, people’s expectations of what the police should do are quite varied and sometimes 
a bit confused.  In the following quote a health care worker comments on the magnitude of 
cases of domestic violence police attend to: 
“We will be overwhelmed if we put that for victims of domestic violence because the 
victim support unit that’s all they see.  They see lots and lots of cases for domestic 
violence” (Male policy maker, II) 
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Women were specific about the cases that can be brought to the attention of the police.  Some 
women explained that domestic violence and rape cases are criminal cases so the police have 
a mandate to intervene in such situations.  Some noted that it’s not all cases of domestic 
violence that reach the police but those involving fighting, perceived to be severe and where 
injury has been sustained.  Participants and interviewees explained that people go to police 
with domestic violence issues for several reasons but the primary reason was to get 
permission to seek health services.  Survivors perceived this to be an important role of police 
and also as a means for the seeking of justice.  The need for hospital referral letter, desire to 
have the perpetrator punished and hope for referral to relevant organisations were some key 
motivating factors for accessing police intervention.  
“Go to police (all laughing).  Because you haven’t succeeded after going to the chief 
therefore just go to police so that he can be punished a bit... beat the person 
(laughing)” (Female participant, community FGD rural) 
Four of the seven female survivors interviewed had made contact with police in relation to 
violence in their relationships.  Three of them contacted the police for help whilst one of the 
survivors was taken by police to answer charges levelled against her by her husband.  Many 
survivors explained that police helped them in a number of ways.  All women who reported 
to police with violence related injuries except in one incident were given a referral letter to 
seek health services and were advised to report back after treatment.  Survivors reported that 
police routinely responded to their complaints by giving them a referral letter to seek health 
services, advice to report back after treatment and inviting perpetrator to report to police for 
mediation.   
Some reported that the police seemed to be more compassionate before the women sought 
health services but their actions following health service intervention varied.  In some cases 
perpetrators were invited for negotiations at the police station.  Sometimes women were 
asked whether they wanted their husbands to be locked up.  Mediation appeared to be the key 
police intervention.  However, this was at times contradicting with the expectations of the 
survivors.  Two of the female survivors felt that there was a mismatch between their 
expectations and the corresponding police action.  This they said was despite the fact that 
they made it clear to the police what action they (survivors) expected the police to take.  
Many women felt that police were less helpful because they never took heed to the women’s 
voices and seemed to care less about the welfare of the survivors.   
221 
 
Stories of delayed action from the police were clearly stated by survivors.  In some of the 
interviews police were accused of making promises that they never honoured 
“I thought was I crying but soon I realised that it was blood; my upper lid was split...  
Immediately I took a wrapper, covered myself and rushed to police... In my heart I 
thought my husband would be punished for the violence he subjected me to. At least 
some kind of punishment... I wanted the police to arrest him...  In my heart I had 
purposed that he should be arrested. This is the help I was seeking from the police... 
All I wanted was for them to tell me get on the vehicle, hide here so that you can lead 
us to your house to arrest your husband...but  they kept on telling me, go, we are 
going to find you but they never showed up.  When I went there for the fourth time 
that’s when the police gave me their phone number.  From what happened I 
concluded that the police was less helpful.”(Female IDI 2, urban) 
One of the female survivors felt that her husband must have bribed the police to suppress her 
case.  She had strong evidence justifying her claim against the police because her husband 
frequently drunk with the police.  She concluded this after her husband was released from 
police custody earlier than she expected.  She argued that there was no way a person under 
police custody could bail himself out without any one witnessing his bail.  In the case of her 
husband everyone, including his uncle, refused to visit him in custody.  In addition, she 
reported that her efforts and those of well wishers to find out what might have happened for 
her husband were frustrated by police.   
Some survivors complained that sometimes it took police too long to act on IPV brought to 
their attention.  Women explained that they had to make repeated trips to the police station to 
be helped.  Because of the delayed action some women took desperate action for example 
seeking the help of the village headman to make sure that her husband should be brought 
before the police but this did not help either.  In some cases women felt that the police 
prescribed actions which were culturally incongruent.  For example, when IDI 2 husband 
went into hiding fearing police arrest, he used to come home around past midnight.  IDI 2 
went and informed the police because she had desperately wanted her husband to be arrested 
for inflicting injuries on her.  Instead the police gave her a phone number to alert them of his 
presence yet she had told them she doesn’t have a phone.  They advised her to use her 
neighbour’s phone.  She explained that she did not request the neighbour to borrow her phone 
as she felt it was in appropriate to wake up a married woman in the middle of the night just 
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for a phone.  In other cases, it seems police struggled to maintain a balance between the 
mediation role and that of assisting survivors who they felt were experiencing severe forms of 
violence.  In one of the instances a survivor reported to have been informed by police that 
they were not there to end people’s marriages.   
“We are not here to end people marriages neither are we the marriage advocates to 
build or destroy marriages but it all depends on the owners whether they want to end 
their relationship.  It’s all up to you mum if you don’t want to continue being tortured 
but if he doesn’t change please don’t hesitate please come” (Female IDI 11, urban)  
There were some sentiments of resentment from participants with seeking police intervention.  
Fear of divorce, imprisonment and further abuse dominated every discussion on police 
intervention.  Many participants reported this as a challenge for many women in particular to 
seek help or disclose violence, and for the fact that many women are dependent on the very 
same man as a breadwinner.  In one of the FGD women reported that violence may 
exacerbate following police custody.   
“When they come back from police they add more fire.  They tell you to go back and 
report again.  Sometimes they tell you to pack and go” (Older women GI, rural)  
“If you can go to community police and report that my husband has beaten me and 
that person goes to police, he will be severely punished to the extent that he may not 
wish to continue with the marriage (all laugh) because of his experience at the police.  
There is a (certain officer) eh! He knows to punish.  From the police that will be the 
end of the marriage.  So that’s why some women fail to disclose because they fear that 
their marriage would come to an end.” (Older women FGD, rural) 
Some of the service providers shared similar sentiments.  In one interview a service provider 
explained that she would hesitate to refer to a woman to the police unless she was sure the 
women was determined to put an end to violence in her relationships.  Similarly a member of 
the community victim support unit shared: 
“When they find the community police, we tell them, no, this is not the right approach, 
go back and discuss because this is marriage and it’s not good to make a hasty 
decision to have him jailed.  Go and think again because the step you are taking is 
that there will be no negotiations but having him jailed, may be the decision was 
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made out of anger but they should discuss with a sober mind.  (Older women FGD, 
rural) 
A group of young women feared that sometimes the police may fail to follow issues properly 
resulting in over judging the situation and unfair imprisonment.  Examples of cases of unfair 
arrests for men included beating of a stubborn wife and a wife who was refusing to have sex 
with her husband.  
“I feel that it is difficult for the police to settle marital issues because arresting a 
husband before thorough investigations of the issues may somehow be unfair to men.  
They may arrest him yet it’s the woman who is refusing sex in the home”.  (Female 
participant, community FGD urban) 
Narratives also revealed that women face several obstacles.  Marriage advocates were 
perceived as deterrents for seeking police intervention in some cases:  
“The marriage advocates cannot advise you to go to police to have their relative 
imprisoned, it’s impossible.  They are going to back him and tell you that this is what 
marriage is all about”(Older women FGD, rural) 
Some women said instead of the police helping them; they are referred back to marriage 
counsellors.  Yet others claimed that the police charge money for them to get assisted yet in 
the end they don’t get the assistance they were expecting from police.  In one of the FGDs 
participants gave examples of families in their communities who had experienced violence in 
their families, the village headmen referred them to police but were charged penalties for 
withdrawing the case.  Some participants in the FGD, said several families in their 
community had encountered this problem  
“For example, a man had extra marital relationships and was leaving nothing at 
home.  So the woman complained to the chief and was given a letter to go to police.  
The police called the suspect.  He was kept in custody for two days.  Since the issue 
was not discussed the police charged each MK3000 to deter them from continuing but 
it didn’t help... they use it at the police station.  The police man uses it.  Several 
families have experienced this”.  (Older women FGD, rural) 
Some participants thought in terms of the challenges that police are facing in addressing 
issues of domestic violence.  Participants who spoke on the challenges described the referral 
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system as failing the police.  The chiefs who were blamed for rushing cases to police before 
exhausting the mediating factors in the village resulting in an overwhelmed police victim 
support units and inefficient services.   
“The chief doesn’t take time to sort out the cases; most cases are pushed to police... 
police offers tremendous help to such people but the challenge is police receive 
certain cases that they are not supposed to receive. Instead they just jail (put them 
under police custody) the alleged perpetrator because they are overwhelmed by the so 
many cases they are receiving some of which were not supposed to handled by the 
chief” (young women FGD, urban) 
The role of community victim support units (CVSUs) was discussed alongside the main 
stream Police victim support units.  CVSU are formed by community members, work hand in 
hand with the village headman and the police to fight crime in the community.  In some of 
the community FGDs, they were perceived helpful in dealing with certain forms of violence 
like child abuse but not so much for IPV.  In one FGD, women explained that the experiences 
of some women who sought help for IPV from the group were discouraging.  Women said, 
they are just castigated, and their problems are undermined.  They attributed this to the fact 
that marital problems are not seen as a big issue.   
“They say, are these problems? There are others who are meeting huge problems, far 
much bigger problems than what you are experiencing.  They just sit on the issue and 
they are never assisted.”(Older women FGD, rural) 
Members of community VSUs explained that they give reports of violence occurring on their 
villages but noted that their collaboration wasn’t very successful.  They pointed out one 
weakness in the process is delay or not even responding to cases of violence that are reported 
to police and raised lack of training as a concern.  When asked what had motivated them to 
become members of the VSU one of the interviewees said he would like to help others not go 
through what he has experienced in his own relationship.  
7.1.2.3 Courts 
Referral to the court of law was perceived as an important step for women who have finally 
decided to dissolve the relationship.  The courts were seen as being used more for cases that 
come to divorce rather than being seen as a place for judging and sentencing perpetrators for 
a criminal offence.  Women who were knowledgeable about divorce proceedings explained 
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that the court provides letters confirming divorce.  This was perceived to be more protective 
for the woman from further violence from the ex-partner as narrated by one of the 
participants in a community focus group 
“Some men are hard to imagine, they don’t want their ex-wife to get married to 
another man.  When they hear that somebody is proposing her, he comes back to fight 
the other man.  In such a case, people get interested to find out how the marriage 
ended” (Elderly women FGD, rural) 
The courts were perceived as unfriendly to survivors of IPV.  Many people shun away from 
seeking help from the courts especially if it’s a family matter.  Public hearing of family 
matters was seen to be very problematic for people especially for cases involving high profile 
cases.  Concerns were made in relation to the behaviour of media, who would like to create 
news and sales out of such stories.  In one of the interviews, a GBV service provider 
explained:  
“not everyone will like intimate things to be held in public so it has been our cry as 
service providers that why don’t we start lobbying government to give us a family 
court where such cases can really go to such courts where the judges, the abuser and 
the victim all feel welcome and their respect at least kept... in an open court the media 
is there and if you are a high profile person you should know that it’s going to make 
news for one full week you will be in the newspapers’.  This is where I find that our 
system is really not helping us.”  (KII, female GBV service provider,) 
For health care workers, the courts represented an intimidating environment as far as giving 
evidence on cases of violence was concerned.  Many of the participants interviewed had 
never had the experience of rendering evidence a court of law.  The few that did, expressed 
frustration with the whole process.  Health care workers felt that they are inadequately 
prepared for the type of questioning that happens in the court of law which made them look 
stupid.  Lack of support from the ministry was also a cause of concern for some who had 
used personal resources to attend court proceedings.  Persistent adjournments from court 
hearings and lack of seriousness on the part of the law enforcers were also seen as stumbling 
blocks.  In some of the interviews health care workers admitted that many of their colleagues 
were avoiding attending to survivors of violence in case they got asked to give evidence in 
court.   
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“When one is told to go to court and tender evidence, Oh! There is that fear, tension 
suppose they say the evidence I am giving is not true then I can be prosecuted for 
giving false evidence.  There are lawyers there; they ask a lot of questions.  You look 
stupid in the court when you cannot answer questions in your own field.  People start 
saying uh! Uh! but also these allowances and other things.  One goes there and spend 
the whole day adjourn, the magistrate is busy, adjourn come again, adjourn so with 
the crisis of shortage of staff here.  This also contributes to people not to be compliant 
failing to attend court proceedings.  ”(Male HCW II, hospital) 
“I and another colleague of mine, a male nurse who works here too; I can’t cheat you 
mum, we run away.  When I see a police vehicle coming here I can’t come here mum 
because when I go there I have to use my own money all the time.  I will be using my 
pocket money, the thing that I haven’t budgeted for.  I hear they give allowances but 
ever since I have never received any allowance, I use my money” (Male HCW II, 
health centre). 
Survivors too expressed some frustrations with the way the courts handled their cases.  Three 
of the female cases had been heard in court.  One of them had her abuser prosecuted and the 
abuser was serving six months jail sentence for inflicting pain on her.  Though her case was 
presumably successful in that her perpetrator was prosecuted, she was disappointed because 
she was not given a chance to be heard until the last day of judgement on police insistence to 
allow her to give personal testimony of the harm she had suffered from him.  However, the 
court told her that her testimony could not change the ruling since the ruling had already been 
made.  The two remaining survivors registered similar complaints and both were in the 
process of appealing their cases in the high court.  The challenges faced by these survivors 
were slightly different from the first survivor because their husbands were successful 
businessmen and they had hired lawyers over their cases.  This posed great challenge to these 
women as they also needed to look for lawyers and it was very difficult to get free lawyers 
for their cases.   
7.1.3 Reasons for not seeking help 
7.1.3.1 Cultural barriers to help seeking 
Discussions on why survivors of IPV do not seek help centred on the prevailing culture of 
silence surrounding marital issues in Malawi, perceptions of marriage as endurance and 
normalisation of violence.  Participants mentioned that in Malawi marital issues are private.  
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Cultural advice given to newlyweds on how to behave in marriage was also perceived to 
condone a culture of violence.   
Participants in a FGD explained that violence is so prevalent in the community that often 
people do not regard violent behaviours as abnormal unless it is severe and has resulted in 
injuries.   
 ‘Normalised’ violence was described by health workers: 
“Many men may beat their wives and may slap their wives but they don’t regard it as 
violence.  Only when it is extreme for example there is swelling or there are cuts that 
are when they see it as violence...On the part of the women, mostly it is just the same.  
They can be beaten up and they would think that may be the husband is just 
disciplining me and they don’t regard this as violence.  May be the husband is forcing 
himself on them sexually but they can’t take it as violence they just think it’s just the 
way things should be.  ”(Female HCW II, hospital) 
A survivor who reported that violence in her marriage escalated in 2008 explained that her 
husband was violent to her before 2008 but she didn’t recognise the behaviour as violence.   
“I used to treat violence as part of the normal married life.  For example if he locked 
me out I could take it to be normal.  Because people have said that such things 
sometimes do happen in marriage.  Our life continued like that.  I had experienced 
violence on and off but after some discussion we could resolve it and because of that I 
didn’t take the earlier experiences as violence.  ”(female IDI 1, urban) 
FGDs and interviews revealed that people endure violence for a long time before it is made 
public.  Narratives revealed several reasons why survivors may endure violence in their 
relationships including the belief that the violence would be temporary, fear of losing 
economic benefits from their husbands.  Participants also explained that the social structure 
of men and women and the wife’s identity have also played a part.  Some women believed 
that it is innate for them to endure.  Others felt that women sometimes have to struggle with 
trying to maintain the picture of a good, stable and faithful woman; their children would like 
to have.  The fear of contracting disease if they leave one husband for another due to violence 
was also perceived to be a contributing factor for underreporting.   
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In some of the interviews participants felt the tendency to endure violence is applicable to 
both men and women.  Participants explained that men are socialised to be strong and as such 
they would endure violence because they avoid appearing weak, vulnerable and stupid.  In 
one of the focus group discussions, HCWs explained how norms of masculinity in the 
Malawian culture have fostered a culture of endurance in men and therefore; poor help 
seeking strategies.  
“There can be violence in the home but unknown to other people and when things 
become public it means things have really gone out of hand.  Sometimes it is the belief 
that men take themselves to be machos so they say if I come out I will be exposed and 
embarrassed among my friends.” (Mixed HCW FGD, hospital)  
While acknowledging that the concept of marriage as endurance has prevented survivors 
from seeking help, there was recognition across data that there is a limit to endurance.  In 
many cases this was measured by time span in terms of the period an individual has been 
exposed to violence but also in-terms of severity of violence one has been exposed to.   
“Most of them who come here will say that things have reached beyond 
endurance...they are fearing that they might die, meaning that she has lived with that 
for quite a long time but she was silent.” (Female HCW II, hospital)   
7.1.3.2 Institutional factors  
Institutional fact ors were highlighted too.  Fear of stigmatisation, harassment and blame by 
HCWs was making health care services inaccessible to survivors of some forms of violence. 
Analysis of interviews showed that some HCWs have negative, stigmatising and unfriendly 
attitudes towards survivors.  Women and girls were often blamed for rape, domestic violence 
and child abuse.  Some HCWs commented that their colleagues probably perceive violence as 
a funny experience or a laughing matter.  Others talked as if women enjoy rape.  Rape 
survivors were also accused of being prostitutes by some of the health care workers.  Yet 
others felt that this behaviour towards survivors could be influenced by stereotypes regarding 
who can and who cannot be raped or beaten.  In the following quote, one of the HCWs 
explains how she struggles to believe that rape can occur in a boy and girlfriend relationship.   
“As for me, when a girl gives history of being raped by a boyfriend as stated by P1 I 
don’t really understand.  When somebody says I was with my boy friend what come to 
my mind is that these people had agreed.  So we think like... she had agreed but after 
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sleeping with her boy friend she fears being impregnated by him and because she 
knows that we give them emergency contraceptives that’s why they come here 
reporting that she has been raped“ (Mixed HCW FGD, Health centre) 
One health worker denied the existence of violence in a marital relationship 
“Let me tell you the truth... I don’t know whether I am wrong but in this world there is 
no violence.  It exists because people have labelled misunderstandings between two 
partners as violence... Every patient that comes with police report, when I start 
questioning them, the story they narrate is very small. I tell them sister (because the 
majority of the patients that I see here are women)..., why can’t you discuss; not 
necessarily going to the marriage advocate but discuss in your own house.” (Male 
HCW II, health centre)    
HCWs insensitivity to damaging effects of violence is also expressed through comments they 
make and through the mode of questioning. 
“People have different attitudes.  As I said that one would come to examine the 
patient, shouting at the same time.  Were you really raped? Did you assist him when 
he was doing it?  Others are laughing at the same time You know every time 
somebody sees somebody that has been raped; she thinks may be its something 
funny...every time she sees a wife who has been slapped by husband, which to me is a 
sad thing others think it is something funny.”  (Male HCW II, Hospital) 
HCW insensitivity was to the damaging effects of violence is also expressed through 
comments blaming women for sticking to their abusive partners: 
“I disclosed to the doctor that stitched my eye.  He asked do you intend to go back to 
your husband considering what he has done to you; this is a gruesome violence 
considering that you are also heavily pregnant... I replied, I cannot say much 
regarding my going back to my husband.  This is not my village.  The doctor said you 
women are always like that.  Once you feel better you will not think of doing 
otherwise.  That’s how the story ended.” (Female IDI 2, urban) 
One of the female survivors with recurrent STIs reported that she was nearly sent home 
without treatment because of her history of partial treatment.  She did not blame the health 
providers for acting in that manner because she felt they were justified: 
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“Like today they were sending me back, they told me we are not going to treat you 
today unless you bring your husband...I don’t think the doctors were wrong” (Female 
IDI 11, urban)   
The poor reception patients receive from HCWs was cited by policy makers, community 
members and providers themselves:  
“Reception for patients by nurses is bad.  We know it’s not all the nurses but there are 
some nurses including clinical officers who don’t receive patients well...so if even if 
people had problems they can’t tell them.  Our psychological care is real traumatic.” 
(Female HCW GI, hospital) 
Commenting on the same patient reception one of the GBV service providers said: 
“The attitude of the staff members is not good.  The way they look at you, they 
question you and dismiss you is not good.  May be if a specific room is set up uh the 
system is not conducive.  At QECH there is room the way they stare at you eeh!! 
‘tikuthandizeni’ can I help you that is difficult for somebody already experiencing 
violence” (KII, GBV service provider) 
A service provider who disclosed IPV in her past explained how the staring of the HCW left 
her confused, feeling empty and not sure whether he was concerned or laughing at her:   
“I remember going to the hospital and I remember saying to the doctor that my 
husband has beaten me.  He kept on staring at me as if he was feeling very sorry for 
me.  You know he will treat you and then he says go home.  I felt empty I don’t know 
what the doctor was supposed to do... maybe he could have referred me but I think 
that’s what I was hoping... You know I don’t know but it was like that’s the end of the 
story.  The doctor just looked at me.  I was worried that may be he is laughing at me 
know then I went” (KII, Female GBV service provider). 
There was also a feeling among some of the participants that HCWs invalidate survivor’s 
complaints.  They don’t believe the survivor’s story instead they accuse them of bringing 
violence upon themselves.  Complaints of non-consensual sex from girls were often treated 
with scepticism.  Health workers believed that young girls lied to them to get access to ECP 
and PEP.  This attitude from HCWs was believed by some to be responsible for pushing girls 
and boys away from seeking health services.  The following narrative demonstrates this: 
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 “It happens like in intimate partner violence clients sometimes are asked questions 
like how can you say your husband raped you; don’t you know sex happens in 
marriage?  If it is a girl she is asked:  you, the way you dressed, what did you expect? 
So most of the times we speak like that making them know that they are to blame.” 
(Female HCW II, hospital) 
Some interviews revealed that HCWs attitude towards married women’s complaints of 
intimate partner violence hindered women from both seeking health services and pursuing 
justice by challenging the women’s motive for reporting violence to police 
“When she tries to explain, they say your husband is going to be arrested.  Is this 
what you want? So the other thing is the attitude of health workers.” (Female HCW 
GI, hospital) 
In other interviews HCWs explained that women failed to report to health services 
because they perceived that they have to go through the police if they are to be 
assisted by health services.   
“In most cases, intimate partner violence involves a wife or a husband.  They may 
fight in the morning and reconcile in the afternoon.  Asking them to go to police was 
like asking them to crucify their loved one.  This hindered most people from seeking 
health services.” (Female HCW II, health centre) 
Not being not ready to have husband be imprisoned for an act of violence inflicted on her 
hindered IDI 1 from revealing violence following a broken arm she had sustained during a 
fight with her husband 
“I did not reveal to the health workers that my husband broke my arm.  I told them I 
fell.  The doctor attending me asked falling down? I remained silent.  Because of my 
silence the doctor indicated a question mark on the statement that I provided... you 
know the hospital protocol requires one to get a police report once violence has been 
revealed.  I was not ready to report my husband to police.  I felt it was something that 
could easily be sorted out between the two of us without police intervention... you 
know where hatred already exists it’s not good to flare that up.”(Female IDI 1, 
urban) 
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 In one in-depth interview explains how the change in the sexual abuse guidelines may 
improve reporting in health facilities.  Commenting on the previous referral system she said: 
“Now that we are encouraging them to come and receive care at the time violence 
occurred, we feel that many will come to seek care.  They will realize that even if they 
don’t bring the assailant they will still be assisted.  While in the past it was like we 
were after finding the assailant.  So they felt like they are not going to be assisted in 
the absence of the perpetrator or without police letter.” (Female HCW II, health 
centre)  
7.2 Health sector response 
7.2.1 The actual role of health services 
Participants ‘descriptions indicated that healthcare workers within the MoH recognise that it 
has a duty of care for survivors of violence.  Narratives, however, illustrate that the 
overwhelming feeling in the MoH is that the duty of care is in treatment or responding 
medically to violence that has already occurred (PEP, EC, STI, wound suturing) rather than 
providing holistic services that incorporate prevention activities, care and support to survivors 
of violence.  Though there are moves to incorporate judiciary and social services through One 
Stop Centres, there was a perception among some stakeholders that the role of the MOH is 
primarily treatment-based: 
 “In the MOH we are more focused on treatment honestly.  In the advent of HIV we 
have to prevent HIV and manage physical injuries.  Issues of unwanted pregnancies 
those are our duties, teen pregnancies, STIs so it’s more biased in-terms of service 
delivery than prevention.”  (male policy maker, KII ) 
“I will talk of the pre-service.  All the syllabuses that all nursing colleges in Malawi 
are using to develop their curriculum have topics that are dealing with violence 
especially gender based violence.  Although it is there, most were not addressing post 
violence care.  We have seen that most of them talk about PEP, ECP.”  (Female 
policy maker, KII) 
Descriptions from participants further revealed the common perception that health care 
services for survivors of violence tend to lean towards clinical management (provision of 
PEP, ECP and STI treatment) of survivors of sexual violence rather than other forms of 
violence.   
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 “We have guidelines on the management of sexual assault but on bodily physical part 
I think the health workers just take the initiative because there are differences in 
terms of presentation.”  (Male policy maker, KII) 
In spite of this, HCWs perceived that an important aspect of their role was to try to assist 
women and men to ‘resolve conflict’ which might involve providing them with ‘good 
counselling’.  In most interviews health care workers asserted that they do provide 
counselling to survivors of violence.  However, there was widespread confusion between 
counselling and education, information and advice giving.  In some interviews, when probed 
to explain further what they meant by counselling, health care workers admitted that they 
were better at education and advice giving than counselling.  One of the psychiatric trained 
provider commented.   
“I am talking from experience that these patients are not counselled.  We can say that 
people mistake counselling for advice giving.  What we do better is education and 
advice giving which doesn’t assist the patient at all.”  (Female HCW GI, hospital) 
Even the already established counselling services for people with HIV and AIDS is perceived 
to be lacking according to one of the policy makers 
“In terms of counselling I don’t think we have specific people who are counsellors in 
the Ministry.  They might be nurses but I am not sure.  We have counsellors in our 
hospitals that manage people with HIV and AIDs and the like but the capacity is not 
hundred percent.”  (Male policy maker, KII) 
The general lack of capacity in counselling was widely acknowledged by all sectors dealing 
with violence issues.  Interviews with participants from the Ministry of Health both at policy 
and implementation levels clearly indicated that the gap between treatment need and capacity 
for providing psychosocial counselling was huge.  The case was the same for the Malawi 
Police services.  Interviews with some community police officers identified counselling skills 
as an area where they required training.  Similarly, most of the NGOs interviewed in KIIs 
acknowledged that they are not confident with the counselling services they offer to 
survivors.  The capacity of social workers to provide counselling was also doubted by other 
service providers, yet this is the department entrusted with handling child protection issues 
according to law (as outlined in the CCPJA).  One key informant summed up the discussion 
and revealed uncertainty as to who has responsibility for counselling survivors of violence:   
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“There is a lot of psychological damage which I don’t think our hospitals are 
addressing.  We don’t have such kind of service in our hospital being offered to 
patients you will find that what will happen to this woman she is treated with aspirin 
and the others no counselling… I don’t think we have such a service so I don’t know 
whose job it is? Is it we NGOs or the hospital? As for us we can claim that we do 
counselling.  The truth is we don’t.  It’s just feeling or sometimes we use just a lot of 
experience.  We use that experience but to say that we have been trained how to 
handle a client maybe just through reading.  Those who are trained may be those that 
have gone through Magomero may be at a certain level they don’t even go higher.  
This is where we have a lot of shortage or a short fall or a gap in our system.  Even in 
the police we need trained counsellors, in the hospital we need trained counsellors 
even us as NGOs we need trained counsellors to be handling these issues but now it’s 
just a matter of trial and error.” (Female GBV service provider, KII)  
There are many barriers identified to quality counselling being provided to survivors of 
violence.  These included inadequate time for counselling due to providers’ multiple roles 
and lack of knowledge on violence issues as well as specific psychosocial counselling skills.  
These two factors were consistently highlighted in all the interviews.  Participants felt that 
curricula based on the bio-medical model made them less prepared to deal with psychosocial 
issues as this typical quote reveals:   
“The education system didn’t look at it to be something big to be brought into the 
curriculum.  And again, I think we are looking at it as not part of the health system 
because most of the times it is psychological but our health system has mostly 
concentrated on physical illness leaving aside other issues like psychological or 
social.  This is why it hasn’t been included but I wish if it was included.” (Female 
policy maker, KII)  
Insights into how topics on GBV are taught in the training institutions revealed a lack of 
seriousness in the way the topic is delivered.  In some institutions, including mature entry 
programmes, it is listed under self-study topic and mentioned in passing as either a 
consequence or determinant of a ‘major health problem’.  Where students may have the 
opportunity to make a presentation on the topic, the lecturers and students often display little 
interest in the topic: 
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“They just told us to go to the library and find information on rape but the generic 
programme had none.” (Female HCW GI, hospital) 
“Like in our group when we were in third year, you would see that when you were 
presenting on the issue, the interest of both the teacher and the students was not there.  
So even if the topic is there, the way it is handled it seems as if it is of no importance.” 
(Female HCW II, hospital)  
It was clear from the interviews that prevention efforts towards violence were barely existent 
in health services.  Furthermore, health providers gave mixed responses regarding their role 
in prevention of violence against women and children.  This policy maker commented that 
going into primary prevention would be stepping outside the mandate of the health services.   
“If we are to say that we are going to go to the community because this is bad I think 
then I am lying.  Though we can have moral obligations but looking at the capacity 
challenges we cannot do that.  To say yes that’s lying honestly.  They can treat or do 
counselling to prevent further occurrences so secondary prevention and not primary 
prevention.” (Male , KII)  
However, most of the service providers felt that prevention of violence falls within the 
mandate of health care services because they deal with direct and indirect consequences of 
violence.  Some participants felt that they can engage in primary prevention by providing 
health education, conducting sensitisation or awareness campaigns among others.  Others felt 
that the health services could not be the best place for primary prevention messages as most 
of their clients are women, who often are survivors themselves.  Engaging health services 
would mean missing out on the larger targeted population, men, who engage in these 
behaviours.   
“The only problem is that more people who come to the hospital are women and we 
don’t get more men.  So we will give the women information unfortunately, most 
perpetrators of violence are men.” (Male HCW II, health centre)  
Despite the recognition that violence is underreported, HCWs in all the interviews explained 
that the violence against women and children is not actively identified in health services.  
Identification of violence is dependent on voluntary disclosure upon history taking and police 
referrals.  Although most HCW said that they collect detailed history from clients; others felt 
that the history taking in health facilities is very brief.  Most HCWs do not probe even where 
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violence is suspected.  Others explained that they use the clinical picture of the patient as a 
cue for identifying survivors of violence.  A health care worker explains below how she 
identifies survivors: 
I: how do you identify violence cases? 
P: By her looks.  A well dressed woman but smelling because of STI; and some are 
depressed.  You just greet them to find out how they are and the next thing you 
discover they are already in tears.  ( Female  II, hospital)  
Health care workers themselves described screening processes as inadequate and suggested 
that staff might need more training to recognise suspicious cases where, for example, children 
had been admitted with a number of fractures.  One health worker explained that it was 
important to probe further in some cases and guidelines were needed to assist with this 
process. 
“I don’t think we have guidelines in place but then what the woman is saying can 
make you think i.e.  if she says ‘I fell’ you need to dig deeper.  But then not all cases 
that come with violence can be identified.  It is because of complacency of us health 
workers we don’t probe further when a patient tells us.” (Male HCW II, health 
centre) 
A question on the possibility of screening for violence in health services amongst health care 
workers at implementation level yielded mixed responses.  Many of the service providers felt 
that screening is possible and supported its implementation in health services.  Some 
participants felt that it could be good if it was used as a preventive tool to help understand the 
causes of violence and find solutions on how to deal with it.  This was perceived to be a 
better approach to violence rather than responding to it.  Others felt that it could be used as an 
entry point for understanding the burden of violence in health services.  Yet others felt that 
screening would help people to talk about it. 
“I agree with my friend that it will help us to know the causes of violence and also our 
clients will open depending on how we are screening them and if we know the type of 
violence the government may find ways of overcoming these problems.” (Mixed HCW 
FGD, Health centre)  
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Some providers made very cautious statements regarding the feasibility of such a programme 
in the Malawian health system considering all the challenges, such as shortage of human 
resources against increased numbers of patients.  Some participants felt that although 
screening was helpful, engaging in it would also mean going beyond the health services’ 
perceived mandate. 
“It can be helpful but it is a big challenge because sometimes we will be going deeper 
into places we are not supposed to go as health care providers.  The expectation of 
the community is that our role is to treat people with medication.” (Female HCW II, 
hospital)  
It was also felt that the hospital setting itself does not provide conducive environment for 
disclosure of violence. 
“The problem I can foresee with screening is that most of the times health workers do 
not have good environment for history taking and for screening to allow patients to 
open up.  (Female Policy maker, KII)  
Other providers felt that screening may not necessarily increase the workload since it would 
be implemented with patients already presenting at the health facilities.  However, the burden 
may arise if cases requiring prosecution were identified.   
“Maybe the workload may increase if court issues are to come.  Otherwise in the 
beginning I don’t anticipate many problems.” (Male HCW II, health centre)  
On the other hand, a few participants rejected the idea of introducing screening for violence 
in health services.  One provider felt strongly that such a programme would mean forcing 
people to disclose abuse when they are not ready to do so.  It may also be treated as intrusive. 
“I tend to differ because if the victim does not disclose we just treat according to 
presenting problems.  It could be that [s/he] does not want to disclose...we also do not 
want to interfere with his or her personal issues.” (Mixed HCW FGD, health centre) 
Whilst screening is in the HSSP framework (see section 3.3) there are no concrete plans from 
the policy makers to actually conduct screening in health facilities.   
In line with the review undertaken of policy documents above (section 3.2), interviews 
revealed that there are no indicators of VAW and VAC in the HMIS for monitoring and 
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evaluation of these problems in the Ministry of Health.  As such, there is no database at 
national level within MoH.  Poor data and information management has made it difficult to 
understand or appreciate the magnitude and the burden of violence against women and 
children in health services as cases are not well documented.    
“Well there are gaps in the care, recording and monitoring.  Each disease has been 
classified and when a patient is seen at OPD is registered.  VAW and VAC are not 
recorded or monitored so it is difficult to show that it is a significant problem.” (Male 
policy maker, KII) 
 “There is no specific code in the HMIS system for reporting violence.  All injuries or 
trauma due to violence are lumped together with trauma code 47A.  The HMIS are 
being reviewed soon and there is opportunity to revisit this if is advocated for in the 
next few months.  However, our system is paper based and we may not want to 
overburden the system.” (KII, policy maker) 
One of the policy makers observed that the poor documentation cannot be entirely blamed on 
the monitoring and evaluation system but also on lack of training on the side of the service 
providers.   
“Honestly the magnitude cannot be well elaborated due to poor reporting.  Our 
monitoring and evaluation has not been good.  Even though we can blame the M&E 
system but also to some extent most of our HCW are not well trained in management 
of these and may not know what to report.” (Male health development partner, KII) 
In some of the interviews, health care workers admitted that they didn’t think that 
documenting such cases was part of their responsibility.  This was consistent with the 
observation made by the policy maker above  
“Sometimes we think it is not our duty, may be because they have gone to police, the 
police have their own ways of recording them but our duty is to help them recover.” 
(Mixed HCW FGD, rural hospital)  
Interviews also revealed that self-reported rape cases were better documented than other 
violence and that documentation focused on medical management.  However, inconsistencies 
existed.  In some health centres rape cases were recorded under sexually transmitted 
infections (STI) because survivors are provided with STI preventive treatment.  In others, 
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they were recorded under ARTs because of the provision of PEP, and yet others recorded 
them separately in the gynaecology and paediatric wards.  Narratives from service providers 
in all the interviews conducted seemed to agree that physical violence was not captured at all 
in any of their hospital records and that outpatient registers lacked indicators for specifically 
monitoring violence cases.  The following narrative demonstrates the variations that exist: 
“Rape cases may appear because of the prophylaxis but this does not mean that we 
have somewhere separately to record.  We record as ARVS.  She will appear because 
of the prophylaxis.” (Male policy maker) 
“If a victim has sustained a fracture, that case will be recorded under fractures.  If a 
raped case has some diseases then she may be entered as STI.  May be if we had 
specific indicators for rape cases and another for physical violence because the data 
entered in HMIS is the only data with indicators.” (Mixed HCW FGD, rural hospital) 
Articulating the current role of health services in IPV appeared to be difficult in all the 
community FGDs and interviews conducted.  In many cases, this was a question that was 
only responded to after long pauses or with probing.  In some of the FGDs and interviews 
were honest enough to say they have never heard about health workers taking part in 
preventing domestic violence.  However, its role in managing injuries, treatment of sexual 
abuse survivors and helping women with reproductive health issues particularly family 
planning was widely acknowledged, but misconceptions about management of sexual abuse 
arose in several communities seemingly originating from limited knowledge regarding the 
actual procedures conducted in terms of post rape services; these were prominent in females 
FGDs.  In one of the communities participants believed that HCW pump out semen from the 
survivor’s vagina.   
In this FGD women said that they have never heard that health care services can offer 
services to people experiencing violence. Based on their understanding, health services are 
there to cure diseases and not to deal with domestic issues.  In the following narrative a 
participant expresses her surprise in response to a question about the role of health services 
pertaining to issues of violence.  This quote represents the typical picture of the perceived 
role of health services:  
“I have never heard, never heard, uh! Never heard... I have never heard that there 
are pills for treating violence” (Elderly women FGD, rural) 
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7.2.2 Barriers to improving the health sector response 
Implementation of comprehensive health services for survivors of violence is perceived to be 
a massive project that requires investment in human resources as well as finances.  The 
complex nature of the problem was thought to require a multi-sectoral approach.  Policy 
makers are faced with the challenge of redressing the shortfalls within the Ministry of Health 
whilst negotiating with other Ministries to release their staff members to work on a health 
care team tackling violence holistically. 
“Capacity, personnel is the biggest challenge so that is the reason we are trying not 
to use health centres [as a basis of One Stop services].  We are hoping that training of 
more nurses, medical assistants and more members of staff would help.  This is the 
biggest challenge.  We also have to convince the police department to send police 
officers to all our health centres.  We have to make sure that we convince the police 
department and police officers then we have to make sure that we use social welfare 
personnel they should also fully work in that particular unit.” (Male policy maker, 
KII) 
“If it is comprehensive then we need to do a lot of capacity building so it might not 
only be here [in health services] but even outside, counsellors, police and counsellors 
in the Ministry of Gender.  I don’t know whether they have them.  All those be brought 
together and be trained.” (Male policy maker, KII) 
Gaps in knowledge and care provision were also prominent in other narratives.  Several gaps 
that were noted in the management of services and process of care provision suggest 
deficiencies in the competence of providers.  The negative attitudes among providers related 
to lack of knowledge as a result of culture, inadequate coverage in the curriculum and 
prioritization of physical over psychological and social problems in the health care system.  
One of the challenges identified by participants was capacity building.  Health care workers 
felt that non-governmental organisations and other government departments working on 
violence have neglected the health services in their efforts to deal with violence issues.  
Training efforts have concentrated on other sectors including training of members of the 
community.  One of the focus group members made the following observation: 
“You find that people working in the [non-governmental] organisations they have 
more knowledge than us.  There has been much training on violence out in the 
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community there but no single health workers have been involved.” (HCW FGD, 
rural hospital) 
The burden of work and shortage of staff may also have influenced the manner in which 
psychological issues, which are perceived to be more complicated and time consuming, are 
handled in health services.  In one of the FGDs, health care workers explained that:  
“We have a lot of work as they have already indicated and also because of lack of 
skill we fail to think of how to handle that patient.  This is why we deal with the 
physical problem only and leave the psychological or just little bit of it and send the 
patient back home.”  (HCW FGD, rural hospital)  
Lack of proper infrastructure was perceived to be one of the major challenges impeding the 
scaling up of One Stop Centres in the health care system in the country.  The situation was 
felt to be particularly bad at primary level.  Participant’s descriptions suggested that the 
Ministry would prefer a phased approach to the implementation of One Stop Centres and that 
lessons learnt at a particular implementation phase will be incorporated in the next phase. 
“In terms of description of the infrastructure, bigger institutions are capable of doing 
that but guidelines will be distributed widely… we are mindful of the challenges that 
can be at primary level because we do not have adequate infrastructure, the police 
may not be close, social workers may not be available so we may need to find 
alternatives…in some facilities not everybody has the capacity to provide ARVs and 
have functional laboratories.  That being the case we have some limitations as far as 
primary level is concerned but for community hospitals that is possible.  Rural 
hospitals may cope.” (Male policy maker, KII) 
At one of the health centres, providers explained that low case rates has further impacted on 
their skills and competency.  There was also a general consensus in all the FGDs and 
interviews conducted that survivors tend not to seek help from informal or formal services at 
the beginning of partner abuse speaking from the experience of dealing with survivors of IPV 
a GBV service provider reported that many domestic violence survivors don’t usually report 
that they are being beaten.  She noted that there is a tendency among women to protect their 
husbands even when they are being abused by them.   
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7.2.3 Potential role  
Despite the challenges, health care workers in almost all the interviews recognised the 
association between violence and psychological ill-health and were optimistic about the role 
that psychosocial counselling can play in ameliorating the psychological effects of violence.   
“We need counsellors at the hospital.  Most of the clients that we see at the hospital 
do not suffer from infections but rather psychological issues.  I feel we could have 
eliminated a lot of problems in the health services if counselling was to be done.” 
(Mixed HCW FGD, health centre) 
Health care workers also provided solutions or strategies for improving counselling services 
to survivors of violence.  They proposed training in counselling skills, referral to psychiatric 
nurses and collaborating with other organisations such as social services to handle the 
counselling aspects.  Task shifting and task re-alignment was perceived to be the best way 
forward to achieving good counselling for survivors in order to avoid overburdening the 
overstretched human resource in the hospitals.  One of the health care workers felt that the 
government has the responsibility of ensuring that something is done.   
“Maybe if the government can do something about it; may be recruiting special 
counsellors for some of these issues so that we can refer these clients to them.  Those 
people will be specific, they can counsel or may be ten people a day that’s ok but 
expecting the same nurse to see patients, attend antenatal and work in labour ward, 
the same doctor should attend to outpatient clients and even have spare time for 
counselling people it is very difficult” (Mixed HCW FGD, health centre) 
In almost all FGDs participants identified counselling as their major need.  They explained 
that what is lacking in communities is counselling and education on the effects of intimate 
partner violence.  Some proposed that organisations should be established in the villages and 
be involved in mass awareness campaigns.  They felt having an organisation within the 
village would make it easier for them to access help 
One of the participants explains why he thinks violence is getting worse.  He explains that 
health care providers are few compared to the demand  
“We can say that some things are not working because we have few counsellors in 
this area...like health workers they are few and villages are many.  There should be 
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relevant counselling and telling people where to go...some forms of violence are 
hidden because of lack of proper counselling”(elderly men FGD, urban) 
In the same FGD another participant suggests mobilising the local community into action 
with the assistance of the chief and let this team work collaboratively with health care 
providers 
“It would be good if health workers should ask the chief to choose for them some 
people whom they could work hand in hand in this area.  We should not wait for the 
government to send us people” (elderly men FGD, urban) 
One survivor believed that that strength in health services intervening in the issues of 
violence lies with the respect that society accords health care providers.  She explained that 
some people strongly believe in what the doctor or health workers say more than they would 
believe any other person or their own relatives.  She said people over the years have entrusted 
their lives into the hands of health workers.  Individuals feel free discussing their whole self, 
starting with problems inside their bodies and outside their bodies with their doctors.  Yet 
they only provide scanty information to their relatives.  In the following excerpts she explains 
how actively asking people about different forms of violence in their patients’ lives would 
assist the government to get feedback over violence issues:   
“If health workers take up this responsibility of finding out from us what forms of 
violence we are experiencing and giving us the opportunity to explain to them I think 
it would prove to be very helpful.  If also they have a chance to feedback the 
government of various forms of violence people are experiencing I think it will be 
helpful because people will now refrain from engaging in violence” (male IDI 5, 
urban) 
Focussing on STI, one of the GBV service providers explained that such issues need to be 
discussed thoroughly with patients and health services should find means of inviting men to 
come and receive treatment.  She explained that the current partner notification methods are 
not very effective because of the power differences 
“Especially when it comes to genital! Genital issues!  You need to discuss these things 
well.  You need to recognise that she doesn’t have the power to go back and tell him 
that you have transmitted infections to me so you also need to go and get treatment.  
Most of them will receive treatment and try to close her legs.  Hoping that it may not 
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happen again but you find that it happens again and again.  But the health 
practitioners have more authority, it carries weight, you tell him the hospital are 
saying that, the doctor says this carries more weight according to me.  May be HCWs 
should be making phone calls to partners.  Like what we do once a case comes” 
(Female GBV service provider, KII) 
Survivors made suggestions regarding how health care services can deal with violence.  
References were mostly made to HIV programmes.  Many survivors were of the opinion that 
violence issues should be handled the same way HIV issues have been handled.  Some 
suggested that people can be given advice on issues of violence; encouraged to freely discuss 
violence issues; just as people are encouraged to be open about their HIV status.  They said 
violence is a source of HIV in the family or outside the home.  One of the survivors sums up 
the link between violence and HIV 
“If a man leaves a woman with nothing, some of the women end up prostituting 
because of that so that they can find food.  Some people also know that they are HIV 
positive but because of the bad heart of violence they don’t tell their husbands or 
wives that they are HIV positive this is also violence.  So if the health care providers 
are encouraging people to talk freely about the violence they have experienced I feel 
like this can also protect so many other things”(female IDI 3, urban) 
The same survivor felt promoting openness about violence issues would encourage 
disclosures:   
“Health services could promote openness so that people can come into the open to 
talk about their experiences but because such things are not there that’s why people 
are not free to talk.  But if such things were discussed freely for example at the clinics 
about issues of violence somebody would have been free to talk about it and that can 
motivate other people to talk about it”(Female IDI 1, urban) 
The need for gender equity in dealing with issues of violence, particularly violence against 
male partners was called for.  Some participants felt that organisations that deal with violence 
respond differently to violence against men rather women.   
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7.3 Case study on the number and typology of violence within Queen Elizabeth 
Hospital, Blantyre 
This section presents the findings of facility observation and presents the data from a 
quantitative study on the typology of violence at Queen Elizabeth Central Hospital (QECH) 
using register data from a one month period.  Further details on the methods may be found in 
section 4.9.  
7.3.1 Reporting and referral 
Other than the DHS no accurate data exist on the prevalence of violence in the district of 
Blantyre.  Estimates from 2010 DHS data for women (since data on children in the DHS are 
sparse) indicate a prevalence in the previous 12 months of violence having been experienced 
of close to 30% of women, of whom 48% stated they reported this to someone in their family 
or community.  The scale of under-reporting in Blantyre can be gauged from the following 
calculations and figures:  
 325,022 women are said to reside in Blantyre city (National Statistical Office, 2008).   
 97,510 of these women were exposed to violence in 2010 (DHS 2010).   
 46,800 women reported violence to family and community members (DHS 2010).   
 2015 women and 460 children reported that they had been victims of violence to the 
police in 2011 (Regional Office)  
 116 women and 80 children reported that they had been victims of violence to police 
in Jan 2011 
 ‘adults’ (aged 13 - 18) and 23 children reported to QECH in January 2011. 
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Figure 7.2: Reporting rates of violence 
against women in Blantyre city, January 
2011 
Figure 7.3: Reporting rates of violence 
against children in Blantyre city, Jan  2011 
 
 
7.3.2 Client flow at QECH 
Adults seeking health care services at QECH have a variety of entry points to care.  Firstly 
they may be admitted directly to the wards, secondly they may be admitted through the 
outpatient departments (casualty or Room 6) and finally they may be seen and treated as an 
outpatient (including at the STI clinic).  Each person is registered at a central point and issued 
with a unique code, however if they are admitted they will be issued a separate admission 
number making it difficult to track individuals to the ward.  Details of name, age, gender and 
presenting complaint are entered in the registers.  In addition separate registers are kept in the 
various rooms and wards.  ART clinic registers are stored separately and the attendances are 
not recorded in the main register.  An adult survivor of violence may present in any or all of 
these manners.  Overall facility observation revealed that there is a lack of a clear access 
point for adults, lack of time for staff to deal with survivors and a lack of clarity on what 
action to take.   
For children the process is more streamlined, with children presenting directly to paediatric 
services, through the paediatric admissions and emergency department or directly to the 
wards during the night.  Child abuse cases are seen by the One Stop Centre service comprised 
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of a dedicated team of professionals.  Currently operating out of the paediatric wards it is due 
to be re-housed in a purpose-built building.   
7.3.3 HCWs perceptions at Queens 
Health care workers interviewed and taking part in FGDs at QECH perceived that violence 
against women and children is a very big problem in Blantyre and that poor urban women are 
bearing the largest burden.  They estimated an average of 2-4 clients reporting with violence 
related issues per day.  Conditions commonly associated with violence included abortions, 
STIs, HIV and AIDs and common unexplained minor ailments like headaches and abdominal 
pains.  In addition genital injuries or cuts and bruises inside the thighs were also commonly 
mentioned.  The general feeling among HCWs was that survivors of violence in adult 
services are poorly received, there is no urgency in attending to them and that this attitude 
was in turn subjecting survivors to further trauma.  The environment at the outpatient 
department was generally felt to be un-conducive for attending to sensitive issues.  Most 
HCWs felt that separating the services as is being done for STIs and HIV patients would 
assist greatly.  Referral mechanisms between different service points within the hospital were 
felt to be non-existent.  Very few participants knew that an OSC was operational at the 
hospital but when told about it they saw the erection of the OSC building as a solution to the 
many problems that survivors have been encountering.  Many of the general issues, attitudes 
and concerns that these health care workers shared are covered in more detail in section 4.   
7.3.4 Patient characteristics 
3501 records from patient registers of adults who reported to gynaecology wards, outpatients 
(rooms 6&8) and STI clinics of QECH were reviewed.  The aim of the review was to 
establish the typology of violence, describe the general characteristics and the treatment 
outcomes of survivors of violence reporting in health services using QECH as a case study.  
All registered records were included in the study.  The mean age of this group was 31.3 years 
(SD=13.4 years) and the median age was 28 years (IQR=14 years).  Of these, 61% (2241) 
were female.  The mean age for females was 29.3 year (SD=12.2 years) whilst their male 
counter parts had the mean age of 34.5 years (SD=14.6 years).  Outpatient department 
(Rooms 6) registered the highest number of cases.   
7.3.5 Quality of record keeping and storage 
Records for children attending the One Stop Centre were separate from adult and general 
paediatric services and the overall quality of these was good.  Demographic data, 
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presentation, treatment and outcome data were collected as well as information on where they 
were referred from.   
Record keeping for adult patients was weak overall.  Although some entry was made in each 
record the only information that was consistently well entered in over 80% of records were 
the demographic details presented above.  OPD entries often amounted to little more than a 
scribbled note with abbreviations and acronyms widely used.  Handwriting was often 
uninterpretable, dates were missing, and full information on diagnosis was only present in a 
minority of records.  An exception to this was the record keeping for the 5 cases of rape: 
these had data entered on a standard 5 page proforma and missing data were minimal.   
Storage of registers was meticulous but column width and coding in these only allowed for 
two or three words to be entered.  Storage of files (including rape cases and inpatient records) 
was ad hoc with no formal way of retrieving past records (see figure 7.4).  The absence of 
filing cabinets, storage space or support system in the 
wards made this a big challenge, despite the willingness 
of staff.  Upward reporting using diagnostic data was not 
done for OPD records.  Any formal screening 
programme would need to take this into consideration 
and design a prospective study since the quality of 
available data is severely compromised.   
The data presented below need to be interpreted in the 
light of the findings on data quality.   
7.3.6 Sexual violence presenting to adult gynae 
services  
There were few recorded cases of sexual violence in 
adult services during the month.  Only five (0.1%) of the 
3651 registered records had a reported history of sexual violence.  All were reported in 
females.  Their median age was 16 years, ranging from 13 to 18 years.  This could reflect 
under-reporting in older women.  Only two of these reported to have known their abusers.  
Sixty percent (3) reported during the day and most of them were self-referrals.   
Figure 7.4 Records 
storage in a ward at 
QECH 
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7.3.7 Physical violence presenting through adult outpatients  
No cases of physical violence against adults were documented in the registers.  However, 
proxy indicators (traumatic conditions, reproductive health conditions and psychological 
conditions) were used to estimate the extent of violence against women and children 
reporting in health services.  These conditions were selected based on published literature 
linking violence to health as discussed in section 2.  In addition, DHS data has also used 
traumatic conditions such as bruises to estimate the severity of physical violence; and this is 
also in line with the HSSP (2011-2016).  Findings revealed that trauma-related conditions 
were common among males while women reported more of the reproductive health outcomes 
and slightly more cases of suicide than their male counterparts (see table 7.1 below).   
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Table 7.1: Proxy indicators of violence by gender among adult admissions at QECH in 
January 2011 
Variable Total 
n=365
1 
Female 
(% in 
bracket
) 
Male 
(% in 
bracket) 
OR CI P value 
Assault 38 7 (18.4) 31 (81.6) 0.4 0.1-0.3 <0.00* 
Trauma 19 3 (15.8) 16 (84.2) 0.1 0.0-0.4 <0.00* 
Facial Injury 19 1 (5.3) 18 (94.7) 0.0 0.0-0.2 <0.00* 
Fractures 84 20 
(23.8) 
64 (76.2) 0.2 0.1-0.3 <0.00 
Human bites 12 3 (25.0) 9 (75.0) 0.2 0.0-0.8 <0.01* 
Soft tissue 
injuries 
133 33 
(24.8) 
100 
(75.2) 
0.2 0.1-0.3 <0.00 
Cut wound 151 32 
(21.2) 
119 
(78.8) 
0.2 0.1-0.2 <0.00 
Suicide 11 6 (54.5) 5 (45.5) 0.8 0.2-2.8 <0.64* 
STIs 588 329 
(56) 
259 (44) 0.8 0.6-0.9 <0.00 
HIV 294 199 
(68) 
95 (32.) 1.3 0.9-1.9 <0.12 
Burns 23 14 (61) 9 (39.1) 1.0 0.4-2.5 0.95 
Rape 5 5 (100) 0 (0.0) - - 0.88* 
Depression 5 1 (20) 4 (80.0) 0.16 0.0-1.5 0.08* 
Day Shift 2591 1643 
(63) 
948 (37) 1.4 1.2-1.6 <0.01 
Night shift 995 552 
(55) 
443 
(44.5) 
0.7 0.6-0.8 <0.01 
The extent to which these proxy indicators are actually related to violence was not 
documented and cannot be determined from the records.  Rather they give a sense of the 
magnitude of any future proposed screening programmes.  While trauma may be a useful 
indicator in women, men were significantly more likely to present with trauma and this was 
felt likely to be due to injuries other than IPV.  As measures for monitoring spousal violence 
they may not be useful proxy indicators at hospital level although they are used in the HSSP 
and DHS at community level.   
7.3.8 Violence reporting at the One Stop Centre 
The month of January 2011 (the comparator month for the adult cases described above) had a 
recorded number of violence cases at 23 (31%).  Data available from the OSC over a longer 
period (we have used longer-term data to minimise the bias of month by month variations) 
show an average of 15-20 cases per month.  Of these, 95% were sexual violence cases and 
5% were physical abuse cases.  The majority of the cases of sexual abuse were female (99%).  
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Physical violence was more commonly experienced among male than female children.  80% 
of the children reporting to the OSC who were victims of sexual abuse were under the age of 
13; the remaining 20% were aged 13 to 18. Most cases were referred from the police, with a 
small number of self and health system referrals.   
7.3.9 Comparison between data from adult services and OSC 
The proportion of children reporting with violence was higher at the One Stop Centre (n=23) 
than in the services meant for adults (n=5).  The general characteristics of survivors (sex, 
gender and outcome) were compared between those reporting in adult services and those at 
the OSC.  In both cases the majority of clients were females who presented with sexual 
violence.  While the OSC was 
specifically focused on children and 
registered children from very young age, 
the survivors seen in adult OPD and 
gynae were adolescents aged 13-18 and 
thus overlapped with the profile of those 
attending the OSC.  One question the 
data raise is what criteria is used for 
referring survivors either to the OSC or 
adult services.  This may suggest that 
there is some confusion in the health 
services as to who is considered a child 
when it comes to paediatric attendance.  
When available treatment and outcome 
data are compared it is clear that 
survivors at the OSC were given more 
support following the event compared to 
their counterparts in the adult services.  
It has also been noted that there are few 
prosecutions despite the fact that many 
survivors admit having known their 
abusers.  While abuse was confirmed in 
more than half of cases seen at the 
Table 7.2: Comparison of survivor 
characteristics, referral patterns and treatment 
outcomes for survivors seen at One Stop Centre 
and at general QECH adult services January 
2011 
 OSC 
% 
General adult 
OPD/Gynae 
services  % 
Characteristics 
Female 99% 100% 
Male 1% 0 
Mean age  15 years 
Abuser known 87% NK 
Sexual abuse 
confirmed 
53% 100% 
Referral 
Police 87% 0 
Self 4% 5 
Health centre 3% 0 
Treatment 
PEP in cases of 
confirmed sexual 
abuse 
62.5% 75% 
EC 1% 100% 
STI prevention in 
cases of 
confirmed sexual 
abuse 
77% 80% 
VCT 57% 100% 
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centre only three quarters of these were given PEP (with some presenting after 72 hours), few 
got emergency contraception (with many pre-pubertal girls being seen), and not all received 
antibiotics for STI prevention in either group.  
Rates of reporting violence in the Blantyre district are low, particularly so among adults.  
Outside of the One Stop Centre the perception of health care workers is that they see 2 to 4 
cases per day that they identify as violence but available data are too poor to confirm or 
refute this.   Figures that compare reporting levels to the police and the health sector show 
that referral systems are only functional for children and young adults.  While 80 child cases 
were reported to the police and 23 to the health sector during a one month period in January 
2011 only 5 ‘adult’ cases reported to the health sector against 116 to VSUs.  All of these were 
girls aged 13-18.  Relying on trauma as a major indicator for violence in women is also 
shown not to be a useful proxy indicator unless additional screening questions were to be 
added. 
7.4 Summary 
A part from presenting seeking perceptions of services from a multiple perspectives, the 
chapter highlights the voices of survivors and health care workers and other service providers 
to elicit information on experiences with help seeking.  The data also revealed various 
options for help seeking for survivors of IPV, majority of which were informal sources: 
family, friends, and neighbours, marriage counsellors, religious leaders/church; and 
traditional leaders—and more formal supports such as health services; the legal system, 
including police and the courts.  Among the informal sources of help, the role of the nkhoswe 
was paramount as they acted as the first point of contact for couples with marital conflict.  
Decisions made at this level affected subsequent help seeking for survivors.  With formal 
sources, police were the most frequently mentioned sources of help.  These did not cater for 
young people.  Although the magnitude of IPV was perceived to be very high in chapter 6, 
few survivors of IPV seek help for IPV.  Interviews with various stakeholders, data from the 
police and estimates from the DHS data triangulated well with the case study at QECH to 
demonstrate underreporting of IPV.  Barriers to seeking help were many at every level of 
service provision.  All survivors interviewed had made at least one contact with one of the 
service provider.  It has also been revealed in the study that the most relied on sources of help 
like the nkhoswes and police were less favoured in many cases for various reasons.  There 
was a perception that IPV is generally underreported and given little attention in the health 
services.  Responses were captured on factors perceived to have contributed to 
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underreporting in health services.  Challenges at an individual and family level, 
society/community and institutional levels were often cited by participants in the interviews.  
Participants often cited fear, shame, culture and dependency. 
The study has also revealed that despite the distinct role of each source of support for IPV, all 
lean towards a conflict resolution model.  The role of each source of support; and the 
strengths and challenges faced by each source of support has been described.  A lack of clear 
referral pathways for IPV resulted in a vicious cycle of help giving leading to a dead end and 
withdrawal from help seeking by survivors.  This was made worse by lack of knowledge and 
skills in dealing with IPV by service providers.  These factors entangled with each other in 
the care-seeking process making it difficult to blame a single individual or the system for 
underreporting of cases.  However, optimism on the role of health services still exists and 
participants made suggestions regarding the direction the health services should take in 
addressing IPV.  The call for counsellors and counselling service providers was loud in these 
findings.  The need to remove gender sensitivity in the provision of IPV services was highly 
pronounced among male participants and interviews, supported by some service providers.   
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Chapter 8: Discussion and conclusions 
8.0 Introduction 
This chapter will discuss how the main research findings relate to the reviewed literature in 
chapters 2 and 3; and responds to the research questions set out in chapter 1.  The chapter 
also outlines the contribution the thesis has made to the existing body of knowledge on IPV, 
and makes suggestions for future areas of research. The ecological framework presented in 
chapter 2 and chapter 4 is also briefly discussed here to show the reader how the ecological 
framework helped the thesis to better explain the findings of the study.  The findings 
presented in chapters 5, 6 and 7 explored the perceptions, experiences of IPV and the health 
services response to IPV in the three districts of Blantyre, Lilongwe and Mangochi.  There 
were more environmental factors perceived to be associated with IPV than individual factors.  
For example, gaps in the policy and legislative environments and poor reinforcement of the 
existing laws were associated with inadequate protective measures for the survivors and 
ineffective deterrent measures in the case of the perpetrators; allowing violent behaviours to 
flourish.   Cultural and traditional beliefs and the hierarchical nature of intimate relationships, 
the male privilege of having multiple sexual partners, poverty, lack of education, dependency 
on men, alcohol and drug abuse were all perceived to be environmental factors that shape 
violence.   
Figure 8.1 links the thesis findings to the ecological framework and illustrates how these 
factors are fitted at different levels of the ecological framework.  It is also important to note 
that some of the factors were cross-cutting in that the factors perceived to be associated with 
IPV risk were also responsible for underreporting of IPV and inadequate health care 
responses. For example cultural factors operated almost at every level of the ecological 
framework and were also found to interfere with reporting IPV and health care providers’ 
effective responses to IPV.  Findings confirmed the role of environmental norms as risk 
factors for IPV and potential deterrents for effective health service delivery.  For example, at 
the macro level the legal system could not enact a law that addresses sexual violence in 
intimate relationships because it is culturally consent to sex in marriage is perpetual, at health 
service delivery level, health care providers felt that counselling for IPV was the 
responsibility of marriage counsellors and at individual level normalisation of IPV made 
survivors fail to report IPV to formal service. This is in spite of health effects being a 
dominant issue of the findings. The qualitative findings were supported by findings from the 
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quantitative study which revealed low access numbers for IPV services at one of the referral 
hospitals in Malawi.  
Figure 8.1 Factors shaping risk of and response to IPV in this study 
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Figure 8.1 above shows how understanding drivers of responses to violence through the lens 
of the ecological framework enables us to unpick the complexity of how despite the 
perceived magnitude and consequences, IPV is under-reported and the health sector response 
is inadequate.  The discussion synthesises the main research findings organised under the 
following themes:  section 8.1), complexity and context, section 8.2 IPV perceived as a health 
issue, 8.3, disconnect between recognising magnitude and health sector response and section, 
8.4, limitation of study (see fig 8.2).  
Figure 8.2 Key thematic areas for discussion 
 
 
 
 
 
8.1 Complexity and context 
8.1.1 Trustworthiness and depth of qualitative data 
The research strategy employed in the study elicited multiple perspectives and experiences on 
this topic from survivors (men and women), communities (men and women), and those 
involved in providing care (HCWs, gender-based violence organisations, social workers) as 
well as policy makers and from health development partners.  This generated data that helped 
to elaborate both the gendered manifestations of IPV in both young and old people’s 
relationships, and their social and structural context.  It also enabled the use of written 
archives as a means of triangulating to provide a fuller picture of the phenomenon under 
study 
420
.  Inclusion of men’s and young people’s voices has allowed the exploration of 
neglected voices on the study topic.  Seeking perceptions as opposed to experiences in the 
FGDs enabled the generation of rich data since participants were not silenced by fear of 
making personal disclosures 
385
.  IDIs allowed for eliciting of intimate data that would have 
otherwise not been said in a group.  Likewise, the rich oral Malawian culture 
384
 and sense of 
humour shared by participants presented in chapter 6.1 created a conducive environment for 
debate of a culturally sensitive topic, allowing lived realities to surface 
385
.  
Key thematic areas for discussion have been structured as: 
8.1 Complexity and context  
8.2 IPV perceived as a health issue 
8.3 Disconnect between recognising magnitude and health sector response 
8.4 Limitations of study 
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Young people, in particular, used a range of language in discussions, which evoked both 
modern and traditional concepts.  Words used to describe certain aspects of their relationships 
demonstrated clearly that language is evolving and advancing.  For example, language that 
was used to justify pre-marital sexual relationships tended to portray modernity as a driving 
force; using metaphors such as computer passwords and contrasting their attitudes with ‘old 
fashioned’ ones.  These findings are consistent with the studies done in Malawi with 
adolescents 
314
 and underscored the importance of using language deployed by young people 
in discussing sexual issues as a way of facilitating direct and open communication on this 
topic by signalling a non-judgemental approach.  However, the inclusion of men and men’s 
perceptions and experiences of IPV against them revealed some important aspects to the 
cultural construction and interpretation of violence that require attention in interventions, 
which are further discussed below (8.1.4); this is a topic that is barely discussed in the 
international literature.   
8.1.2 Socio-economic context and need for IPV services 
Previous IPV studies both international and Malawi have demonstrated that although IPV is a 
global phenomenon the proportion of women reporting IPV varies within and across 
countries 
40
.  In the multi-country study on DV and health, the lowest prevalence rates of IPV 
were observed in industrialised countries; for example rates in Japan were 7% compared to 
rates of 71% in Bangladesh 
421
.  Similarly, many studies in Africa have found a higher 
prevalence of IPV in rural than urban areas and in socio-economically disadvantaged contexts 
as compared to richer areas.  In contrast, the Malawi DHS data between 2004 and 2010 has 
shown that trends in IPV prevalence rates have shifted more towards urban areas.  While in 
2004 there were more rural women reporting physical violence, the results of the 2010 DHS 
data presented in chapter 3.5.1 showed the opposite, with more cases in urban than rural areas 
of Malawi.  Previous studies in the international literature have explained the intra and cross 
country variations of IPV prevalence rates in terms of cultural differences, variations in data 
collection instruments and study design, and stigma associated with the nature of IPV 
41
. 
In the case of Malawi presented above, the study design and data collection instruments may 
not be particular issues because both results were generated by DHS.  This study has 
suggested some possible reasons for the unexpected findings and highlights the importance of 
developing services for urban as well as rural residents.  Chapter 3 has shown that in Malawi 
there is rapid urbanisation, increasing urban poverty and that many parts of Blantyre city are 
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largely poor.  This means that the basic living conditions of the urban poor may not differ 
from those of their counterparts in the rural areas.  However, interviews with service 
providers in Blantyre found that many have rural areas as their sites of interventions because 
of donor priorities and their dependency on donor funding, despite observations that urban 
poor report late and severe forms of IPV.  Community interviews revealed that isolation from 
their informal sources of support (nkhoswe and family members), individualistic city life 
style, lack of properly arranged marriages and lack of activities dealing with IPV in the city 
increases vulnerability to IPV.  Previous studies both in Malawi and elsewhere have 
documented that IPV survivors largely depend on informal sources for support with IPV.   
Culturally, marriage issues are regarded as a family matter, to be handled by nkhoswe.  In the 
absence of these, survivors in the city may be left with limited options for support with IPV.  
The implication of the study is that the gap that has been created by migrating into the city 
needs to be filled by formal services.  Having said this, the weaknesses of the nkhoswe 
system in handling severe forms of violence, wealthier spouses or relatives, repeated forms of 
violence and how this system functions to subject women to continued abuse have been 
clearly articulated by a range of participants.  The deficiencies identified with the traditional 
system of handling abuse has created a great desire for more formal community-based 
services to help deal with violence issues at community level, which many participants felt 
would be a non –threatening environment.  There is a need for such services to be tried out in 
both urban and rural areas.   
8.1.3 Legal and policy context for IPV response 
As outlined in chapter 3.5 IPV is endemic in Malawi, traditionally normalised as a means of 
resolving conflict and regarded as a private matter out of the realm of external interference.  
However, the democratic constitution in 1995 enshrined the protection of women and 
children from abuse and discrimination as a human right, shifting IPV from the private into 
the public domain.  Some of the advantages of having legislation on domestic violence 
highlighted in chapter 2.7.5.1 include legitimisation of the problem and shaping responses to 
it.  The legislation and policy analysis in chapter 5 demonstrates Malawi’s commitment to 
addressing the problem of IPV through ratification of a number of treaties at international and 
sub- regional levels and domestication of some those at local or national level.  The chapter 
also offers qualitative insights into the local knowledge, perceived usability and gaps in these 
instruments.  Although international treaties are important in ensuring government 
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commitment to human rights issues including violence, they may be less effective in 
propelling the domestic violence agenda than the local laws 
422
.  Previous reports on the 
effectiveness of the Prevention of Domestic Violence Act (PDVA) seems to suggest that the 
legislation criminalising DV has largely been ineffective citing unrelenting IPV prevalence 
rates and few prosecutions of GBV perpetrators under the PDVA 
297, 327
.   
Interviews with some of the key informants also revealed that the narrow legal definition of 
rape has discriminated against married women and this has left married women who 
experience intimate rape unprotected by the law.  Community interviews revealed that 
women are exposed to unpleasant and painful sexual experiences within intimate 
relationships but suffer in silence because the cultural norms,  communities and  the law does 
not recognize their experiences as rape.  This has also increased women’s vulnerability as 
helping sources are not forth coming to help with such kind of issues.  However,  literature 
shows that there is little evidence currently supporting the effectiveness  of  broadening the 
definition of rape  from the countries where this  has been achieved 
423
.  It is necessary that 
such legislation be accompanied with massive community awareness campaigns and 
messages that would help to desensitize communities over the cultural shame that is 
associated with marital rape and messages that deal with issues of male entitlement over sex.  
The role of gendered cultural norms with regard to perceptions of sexual violence is further 
discussed in the following section. 
However, findings presented in chapter 5.1.5 and 6.4.1, suggest that stakeholders do perceive 
some ways in which the PDVA has supported IPV prevention.  They reveal that although 
there are gaps in the legislation and challenges with dissemination and implementation of the 
PDVA legislation, stakeholders perceive that the legislation has helped to clarify the role of 
police in domestic violence issues, improve prosecution of DV cases and curb violence.  
There also seems to be some evidence supporting the positive effects of domesticating the 
domestic violence laws in chapter 3.2., compared to ratifying international treaties.  Malawi 
ratified CEDAW in 1987 but a proliferation of responses to IPV have emerged with the 
democracy and more especially following the passage of the PDVA in 2006.  These include 
improving gender sensitivity of the Malawi police service in 2006, inclusion of GBV in the 
HSSP 2011, SRHR 2009 and inclusion of IPV (though scant) in the guidelines for the 
management of the One Stop Centre in 2012.  The OSC guidelines have slightly departed 
from the usual health care focus on SV by mentioning IPV (although not substantially), 
unlike the 2005 sexual violence guidelines, which focused on sexual violence only.  
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8.1.4 Cultural context of IPV 
8.1.4.1 Normative nature of violence 
Chapter 2 has shown the importance of cultural context in theories of IPV and previous 
studies discussed in chapter 3.5.2 have indicated that violence in Malawi is normalised.  
Physical violence is seen as an unavoidable means of resolving conflicts and sexual violence 
is not perceived as occurring within marriage.  However, the findings of this qualitative study 
have shown that the normative nature is complex: to some extent IPV is accepted but people 
are also not comfortable with the current levels of IPV, perhaps to a differing extent between 
men and women.  The study has shown that the discomfort is partly influenced by human 
rights approaches or the enactment of the PDVA.  Chapter 6.3 offers some insights into how 
the passing of the PDVA may have influenced the perceptions of IPV and impacted on the 
way participants defined IPV.  
A general consensus in the definition of IPV was that violence is wrong and violates one’s 
rights.  This impact on perceptions seems to be greater among women than men.  In some 
areas there was an indication that people perceive that cases of physical IPV are reducing due 
to increased awareness of human rights, demonstrating a positive impact of legislation on the 
lives of the individuals.  These findings support a previous quantitative study, which 
examined the effects of domestic violence legislation in Malawi on attitudes towards wife 
beating between 2004 and 2010 using the Malawi DHS data.  The study found that there was 
a 14.9% decrease in the number of women and 3.65% decrease among men accepting wife 
beating under any circumstances between 2004 and 2010 
422
.  Again the impact on women 
seems to be greater.  
In addition to the likelihood that men may perceive IPV as operating in their favour by 
supporting their power within families, a lack of interventions targeting male perpetrators of 
IPV could be one of the factors influencing this gender difference.  Since the majority of 
survivors are female, services target them and not men.  However, my data supports the 
argument that IPV to a larger extent is about men abusing women rather than vice versa.  As 
such men ought to be a core group for interventions aimed at reducing IPV.  Targeting 
women without subsequent interventions with men would likely result in ineffective 
responses and a backlash in this context where power differences between men and women 
are perceived to be the major underlying factor for IPV and that physical violence is used to 
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assert power and impose behaviour against a spouse (chapter 6.4.1).  The study suggests that 
serious interventions targeting men’s attitudes towards violence are urgently required. 
8.1.4.2 Conflicts between women’s and men’s perceptions of violence 
Findings in chapter 6.5.5 indicate that there is also tension with human-rights-based 
approaches as some people consider them to be responsible for violence, with women seeing 
them as enabling men to pursue and get away with bad behaviour and men seeing them as 
making women arrogant.  My study identified a range of ways in which men’s attitudes 
towards IPV differ from those held by women.  Both women’s and men’s interpretations of 
violence are influenced by their gendered cultural expectations of their spouse’s 
responsibilities.  For example men expect sex from their wives when they want it, whilst 
women see faithfulness as a responsibility of a husband.  These gendered expectations are 
also subject to cultural and socio-economic change, which adds to their complexity and also 
to uncertainty and discomfort around change, which fuels conflict 
82.  However, women’s 
interpretations of violence seem to be more influenced by concepts of individual bodily 
integrity (that is, not to be beaten or forced to have sex) whilst men’s may be more influenced 
by their expectations of their rights as husbands.  As a result there are some direct conflicts 
between what women and men perceive as violence; for example women believe that men 
forcing them to have sex is violence, whilst men believe that their wives denying them sex is 
violence.  In essence there is no way both these understandings can co-exist as violence.  
The publically accepted view is that there is no such thing as sexual violence in intimate 
relationships, which is the current stance of the PDVA.  Denying the existence of SV in 
intimate relationships when people are experiencing it is retrogressive.  Interventions 
therefore need to recognise that campaigning and awareness-raising messages against 
violence are interpreted within these cultural scripts or they may not actually reduce violence 
unless there is direct engagement with these scripts.  Primary prevention interventions 
therefore need to develop participatory dialogue with both women and men about changing 
community norms around gender roles and responsibilities and about individual couple 
communications.  Discussion about community norms could include both the threats 
perceived by women and men due to change but also the possible benefits of change to both 
sexes and for family life. )  Work on individual communications could include resolving 
conflict through non-violent means.  For example the Stepping Stones programme includes 
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sessions on couple communication, such as the use of ‘I’ statements (rather than ‘you’ 
statements) to avoid conflict whilst asserting preferences and desires 
424
  
8.1.4.3 The generation gap and young people’s experiences of violence 
Tensions with human rights perspectives were also pronounced in discussions around pre-
marital intimate relationships and violence.  Generally, premarital sexual relationships are not 
condoned in Malawi particularly for the girl child.  However, young people in this study 
demonstrated that they perceive such notions to be old fashioned and acknowledged that 
having intimate relationships and engaging in sex with their intimates has become a norm in 
premarital relationships.  Older people who would like to enforce old morals find the 
behaviours of the youth to be strange.  Many older people especially elderly blamed these 
behaviours on human rights discourses.  They said young people claim that they have rights 
to do what they want.  As such older people felt that ‘excessive human rights’ have resulted 
in increased stubbornness among the youth such that they do not listen to counsel.  Human 
rights were associated with ‘light punishments’ that encouraged many to continue engaging 
in wrong doing knowing that they can get away with so many wrong behaviours.  As a result 
there is an overwhelming limitation of avenues for support and communication between 
youth and authority figures such as parents, traditional leaders, health-care workers and 
teachers.   
Young people who experience violence in their relationships are blamed for bringing 
violence to themselves because of their unruly behaviours.  In turn young people fear seeking 
help from adults because they realise that their behaviours (engaging in pre-marital 
relationships) are not condoned by the elders.  Thus adults who might be expected to support 
young people often enhance vulnerability rather than build resilience.  Older people in the 
study had little understanding of the power dynamics of young people’s relationships with 
most of them denying the presence of violence and blaming young people for not listening to 
advice.  This study contributes to understanding why adolescents who experience sexual 
violence in intimate relationships in Malawi as in many other contexts rarely seek help from 
adults, turning instead to their peers 
425, 426
.  However, young people clearly expressed their 
wish to be listened to and the limitations of support by peers.   
There are several ways in which the needs of the young people’s need for support for can be 
attained.  First, the Malawian education system introduced the life skills subject both at 
primary and secondary schools. The subject was first introduced as a means of preventing 
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HIV and to help the youth  deal with everyday life challenges such as peer pressure, cultural 
norms and traditional beliefs
427
.  The curriculum does  include issues of human rights, drug 
and substance use and abuse, violence and delinquency, harmful cultural practices, human 
rights (children’s rights) and gender issues428, but content may extend to include issues of 
emotional management, healthy relationships and health effects of violence.  Through 
learning Life skills, the youth may develop skills attitudes that may enable them to develop 
healthy relationships and practice healthy dating relationships. Interventions at this stage of 
development are necessary considering the amount of evidence from the reviewed literature 
linking childhood exposure and adolescent antisocial behaviours to partner violence later in 
life (see chapter 2).  However, these interventions may only be able to reach school going and 
not out of school children. As such interventions at community levels targeting out of school 
children may be necessary.  Peer interventions and education including strengthening of 
youth friendly services could be considered given that young people in the study do not turn 
to adults as their sources of support but rather to their friends.  Therefore young people need 
to be empowered with knowledge so they can effectively help one another. 
Parents and authority others need to be sensitised on  the needs of young people, young 
people’s experiences of violence in their own relationships and how the prevailing normative 
nature of violence in adult relationships may be shaping the norms within young people’s 
relationships.  The social learning theory could be applied in this case to help adults 
understand how their behaviours as role models are impacting on the next generation. There 
is a need to engage with service providers and significant including school authorities others 
to persuade them that denying young people’s lived experiences of IPV may be 
counterproductive to the efforts against prevention of IPV and protection of young people 
and their development, so that they can understand their role as sources of help for the 
growing generation.  
Healthy parenting curriculums also present another opportunity for preventing violence 
among the youth. Currently in Malawi, there is a parenting project being implemented under 
the leadership of the World Health Organisation.  However, a literature review conducted by 
Heise for DFID 
6
revealed that many of these programmes in the developing countries are 
lacking emphasis on gender socialisation and less rigid gender roles
14
.  Considering that 
power differences between men and women in the Malawian society is perceived to be the 
core in the production of partner violence, it is important that healthy parenting programmes  
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engage significantly with gender socialisation  and transformation of rigid roles that introduce 
hierarchical positions in  relationships  that places women at risk for IPV. 
The use of mass media and modern technology such as use of text messages as a way of 
passing relevant information to the youth need to be explored. Young people in this study 
demonstrated some knowledge on the issue of technology so there is need for people to 
utilise these means to make sure that young people have access to information.    
8.1.4.4 Dilemmas in eliciting emic definitions of violence 
Eliciting an in-depth understanding of context-specific perceptions of violence has raised an 
important issue with regard to defining violence in research, policy and programming.  As 
discussed above, the study findings also revealed that there are a broad range of behaviours 
that are considered under the definition of violence and confusions about the boundaries of 
what constitutes rape in intimate partner relationships.  This supports findings from previous 
studies with a range of age groups in Malawi, which found both a wide range of experiences 
perceived as sexual violence by some participants (particularly women), and disagreement on 
whether rape could occur in intimate partnerships.  These findings confirm the importance of 
utilising open definitions for IPV and sexual violence research since narrow definitions may 
conceal the diversity and magnitude of the problem.  However, the international literature 
also demonstrates that the use of varied definitions of violence in surveys has led to 
uncertainty about prevalence, which has contributed to the lack of priority accorded to the 
issue of IPV internationally and nationally (chapter 2).   
One recommendation for escaping the confusion is to agree on uniform definitions for IPV 
429
.  The use of narrow or standard definitions such as those recommended by the CDC or 
The UN definitions on violence that emphasises on harm have the potential benefit in 
epidemiological studies because they  may enable cross and intra country  comparison of  
data. This may help to increase visibility of the problem and such statistics may help 
advocates against violence to lobby for resources to fight against GBV since one of the 
reasons given in literature for underfunding GBV programmes has been unreliable data (see 
chapter 2).  The UN definition in particular would be very useful for lobbying health sector 
responses to IPV.  Gender advocates can use the potential harm to convince health authorities  
that IPV is a public health problem that is worthy of  prioritisation considering that it 
underlies the ‘major health problems’ such as mental health problems and HIV and AIDS and 
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other sexual and reproductive health problems; most of which are impacting on the 
millennium development goals.   
However, it is also clear that IPV is a product of social context, such that the contextual 
factors producing IPV and how it is perceived based on its sources may differ from one 
context to the other.  The narrow definitions may be limited in terms of the extent to which it 
may fully speak to the understandings of the intended communities.  The example of 
conflicting definitions of IPV by women and men in Malawi further demonstrates that in 
programming it would be difficult to impose a definition of IPV that would meaningfully 
influence behaviour, and suggests instead the need to engage with gendered cultural 
specificity in prevention efforts.  This is particularly relevant in programmes aiming to 
change social norms surrounding IPV.  These understandings may serve as entry points for 
effective community engagement.  
Broader definitions may present a challenge for designing service-based responses for IPV.  
Using broader definitions such as those used by participants of this study may mean that 
almost everybody qualifies as a survivor of violence.  If such a definition is used in screening, 
services may be overwhelmed and fail to cope with increased demands for the services.  In 
this case, narrow definitions may help to ensure that only those in greatest immediate need or 
most likely to benefit from services are prioritised in a context of limited resources.   Wider 
definitions may be more useful when designing primary prevention programmes. There is 
therefore no easy answer to the dilemmas raised in defining IPV and different definitions may 
be required for different purposes – that is for research into magnitude and for programming.  
Thus a consensus-building is required nationally and internationally on the issue.  This is 
particularly relevant for building a feasible health sector response.  The implications of 
adopting various definitions for the health sector response are further discussed under 
screening for IPV.    
8.1.4.5 Drivers of a conflict resolution model of responding to violence 
In relation to the type of services or interventions that are needed most by communities, all 
participants in this study identified counselling services or intervention as the most required 
or needed service ; and the limited number of cases that reach the police victim support unit 
(VSU) (generally severe cases) were seen as to some extent effective, although there were 
limitations.  However, situating these services within the police services was also perceived 
to be a hindrance to many for seeking help for abuse even among those that have been 
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severely injured as a result.  Participants alluded to the fact that IPV is underreported because 
participants fear partner arrest.  Some of the survivors indicated that they still love their 
husbands but want to seek help to stop violence.  Information provided in chapters 3 and 7 
clearly indicates that many women are dependent on their perpetrators and there are no social 
structures to help women who may report or have their husband’s arrested.  To many women, 
getting their husband arrested for IPV is like biting the finger that feeds them.   
Secondly, punishments given to IPV perpetrators are lenient unless it has resulted in a fatal 
outcome.  Women whose husbands have been arrested but not charged or imprisoned are not 
provided with any social support so they return to their matrimonial home with their abuser 
only to suffer worse consequences in retaliation.  In this context where violence is normative, 
women who ‘get their husbands arrested’ do not get support from the communities; instead 
they are labelled as “bad women”.  Corrupt practices contribute to making the current model 
and outcomes of arresting a partner less effective.  In this context a conflict resolution model 
is often the most acceptable approach to violence considering the normative nature of 
violence, the cultural importance of maintaining marriage, women’s dependence on men, and 
lack of resources in the context to support women to take up other options.   
8.1.4.6 Dilemmas about the role of the health sector 
The appropriateness of a conflict resolution model raises the question of whether both 
community-based dialogues and work with individual couples and their support structures in 
conflict resolution is the role of the health sector.  This study did not manage to answer this 
question fully as health sector providers identified a range of barriers to playing roles in 
primary prevention, which are discussed further in sections 8.2 and 8.3.  International and 
local literature has revealed that formal sources would be utilised only if the informal sources 
of support have failed or are non-existent (see Chapters 2.5.2 and 3.7).  The Malawi society is 
unique in that marriages come with an in built conflict resolution system.  Since survivors are 
reliant on these, the question would be how can the already existing system at the micro level 
be empowered and improved to better serve the needs of the survivors? For example through 
dialogue with and support to village heads, community victim support units, and marriage 
counsellors to support their work with community groups and couples.  
The current international focus is on the need for health sector to play a role in primary 
prevention in addition to offering a range of secondary prevention options.  Wolfe and Jaffe  
describe public health interventions as those that act “along a continuum of possible harm”39 
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Primary prevention is a key strategy under the public health approach to prevent IPV and 
requires focusing prevention strategies at the individual, relationship, community, 
institutional, and societal levels but this is not happening in Malawi.    
Perceptions of community members and health care workers all converge to agree that IPV is 
a health issue although, some community members were not sure the exact role that would be 
played by health care services in prevention.  Within the Ministry of Health there was general 
agreement that the health sector should respond to IPV as a public health problem.  However, 
some HCWs expressed concerns about stepping out of the mandate of the health sector if 
they are to provide counselling (‘becoming nkhoswe’) and  engage in violence prevention 
despite these being currently supported by existing health sector policies as highlighted in 
chapter 5.  A minority of HCWs and policy makers felt that the role of the health sector 
should be limited to medical care for injuries, leaving other sectors to lead prevention efforts.   
What was obvious from participants’ narratives is that the health sector in Malawi has 
approached violence from a narrow bio-medical perspective.  Narratives from health sector 
participants indicated that the duty of care is in treatment or responding to violence that has 
already occurred rather than prevention and rehabilitation.  Care for survivors of IPV was 
perceived through this acute care model of ‘quick fixing’ it with drugs and suturing and not 
as a continuum from prevention to rehabilitation.  This finding echoes those of a Malaysian 
study which found that HCWs follow the traditional role of treating and solving IPV as 
“medical problem”, as they tended to focus on the physical aspect of the injury, minimise the 
underlying cause of the problem and ignore emotional care for patients 
430
. 
The narrow biomedical and tertiary prevention approach used may be counterproductive and 
does not reflect the public health approach to violence.  If the current health sector response 
to violence in Malawi was to be described using the borrowed public health metaphor of  
attacking violence upstream described by Harvey
13
, it would be clear that the health sector 
response  is inefficient because it is busy with rescuing those already involved yet failing to 
stop or close the source; and could be categorised under tertiary prevention or could be 
placed at the far end of the continuum of care.  This is in contrast to the holistic perceptions 
of the health impacts of violence expressed by community members and survivors, who saw 
IPV as a threat to the whole person’s health and well-being.  This is also contrary to the 
existing policies such as the SRHR endorsing prevention of domestic violence as one of its 
strategies for reducing the reproductive health consequences of IPV.   
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Lack of service provision on a continuum of care has created a gap in terms of psychological 
care and reduced health sector capacity to engage in violence prevention activities.  This 
study has revealed that the gap between treatment need and the capacity for providing 
psychosocial counselling was huge.  Services providers identified ‘proper’ counselling skills 
as an area where they required training and community members perceived counselling 
services as a major need within their communities.  In addition to the limitations of the health 
sector provision, there is also a lack of clear referral pathways to organisations or service 
providers outside the health sector to provide psychosocial support.  There are inconsistent 
levels of awareness among health workers of the basic referral pathways available to them to 
deal with violence against women and children.  For example health care workers are 
sometimes unaware of NGOs and their activities, which make direct referral between NGOs 
and the health sector difficult.  There is a lack of awareness among some health staff of the 
role of One Stop Centres as a point of referral.  There is also no existing protocol for referral 
between the health sector and community and religious leaders and/or government/non-
government agencies. 
Theobald and colleagues argue that what  Malawian and other African gender advocates  
have significantly achieved in mainstreaming gender in health is the development of specific 
policies and strategies including making gender visible in general policies, plans and 
strategies 
274
.  However, the major challenge remains with implementation.  Failure or limited 
translation of policy to meaningful practice is also known as ‘policy evaporation’ 276.  This 
study has revealed that as one of the factors that may have contributed to policy evaporation 
on IPV.. To mount an effective response to IPV the health sector needs to step out of its 
comfort zone and start embracing broader approaches to public health problems and start to 
offer services on a continuum of care as described by Jaffe
39
.  The role of the health service 
in primary prevention remains unclear (see chapter 2). One of the most widespread 
institutional level tertiary prevention strategies for violence against women and children in 
healthcare facilities is universal screening.  The Ministry of Health in Malawi has 
incorporated screening for gender based violence at all levels of the health delivery system in 
its strategic plan (see chapter 5).  The challenges to implementing this policy are discussed in 
section 8.3.3.1.The human capacity in the health services outlined in chapter 3 reveals a 
potential challenge if all preventive efforts along the continuum from primary to tertiary 
prevention are heavily left lying on the shoulders of the health services.  Given this, a feasible 
role of the health sector in primary prevention, at least in the medium term, may be limited to 
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giving health education on the harms of IPV and participating in violence campaigns to raise 
awareness among people on the effects of violence.  The Health Education Unit of the 
Ministry of Health may also have the capacity to work collaboratively with other relevant 
ministries such as gender and communication to develop violence prevention messages that 
place much emphasis on the health outcomes of IPV.   
Considering that IPV is a complex problem that is caused by a web of interlinked factors a 
coordinated multi-sectoral approach to primary prevention of violence is required in Malawi 
as elsewhere.  The question is can the health sector play a role in driving a multi-sectoral 
response?  The health sector is probably best placed to lead  in the prevention of HIV related 
violence as it has a mandate and some resources – especially related to HIV (for example 
counsellors trained and available to some extent). As such, the health sector can lead the 
multi-sectoral response by supporting the training of the other sectors in counselling skills to 
enable them better handle the psychosocial and economic needs of the survivors since the 
NGOs, Police and social services including some health care service providers expressed 
deficiencies in counselling skills. 
The findings presented and discussed in this thesis have uncovered the complexity of the 
specific context in shaping the forms of IPV and the ways people understand and respond to 
it.  The legal, policy, socio-economic and cultural context all interact in multiple and complex 
ways.  Such complexity means that there is no magic bullet or single ‘one size fits all’ 
solution to IPV and the health sector’s role within this.  The priority role of the health 
services in Malawi may be in secondary prevention and tertiary prevention through screening 
for IPV in health services and referring survivors to relevant services, and in tertiary 
prevention for dealing with a crisis situation or the immediate aftermath of a violent episode.  
The development of secondary prevention in Malawi, including the development of One-stop 
shops is further discussed in the sections below.   
8.2 IPV perceived as a health issue 
8.2.1 Holistic perceptions of health implications of IPV 
 
 
“There is a big battle between health and violence and violence wins and destroying the 
health of the whole person so that a person who is experiencing violence becomes 
unhealthy” (Male, FGD) 
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IPV has long been associated with myriad health conditions as documented in chapter 2.6. 
The reproductive health effect of domestic violence on both men and women have been 
acknowledged in the National Sexual and Reproductive Health and Rights (SRHR) (2009) 
Policy of the Ministry of Health in Malawi which aims to reduce the incidence of DV through 
service integration.  Various strategies include promoting awareness of the health 
consequences at community level.  Similarly, the findings presented in chapters 3.6.6 and 
5.2.2. recognise the role of violence and gender vulnerability in the spread of HIV infection.  
The findings of this thesis show that the perceptions of the key stakeholders in Malawi are in 
concordance with the literature documenting the health consequences of IPV.  Participants in 
the study showed high levels of concern about the potential health outcomes of IPV, which 
are in line with documented adverse health outcomes including unintended pregnancies, 
abortions and the risk for HIV and AIDS infection and injuries such as cuts, bruises and 
fractures (chapters 2.6 and 6.6  ).  
Health care providers also narrated different scenarios where they had encountered medical 
conditions that had IPV as an underlying factor.  Some of the cases were wrongly diagnosed 
and treated before IPV was recognised.  In some of the interviews health care workers even 
felt that health care services are populated by individuals reacting to domestic issues.  These 
sentiments are supported by previous studies documenting that abused women more 
frequently access health services compared to their non-abused counterparts 
431
.  
The following sections discuss perceptions of IPV as a health issue and the detailed issues 
around the health sector response.   
8.2.2 Implications of IPV for health sector programmes 
IPV is a major hindrance to the smooth running of major health programmes for women in 
Malawi such as family planning and HIV AIDS programmes, including prevention of mother 
to child HIV transmission.  These findings may not be unique to the Malawian setting as 
previous studies presented in chapter 2 have highlighted these links.  However, this thesis 
provides important new information on the links between IPV, family planning, HIV/AIDS, 
and mental health, which has implications for health policy in these areas as discussed below.   
8.2.2.1 Implications for family planning programmes 
Use of family planning methods was a recurrent theme related to violence among female 
survivors, health care workers and in community FGDs with women, as presented in Chapter 
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6.  Participants explained that many men do not support the use of family planning and most 
men who oppose family planning are abusive.  Interviews and FGDs with health care workers 
revealed that many women access family planning methods without the knowledge of their 
husbands.  These findings are supported by findings in Malawi
432
 and elsewhere (chapter 
2.4.1.4).  According to women’s descriptions men who perpetrate family planning related 
violence can be categorised as the vulnerable, the less knowledgeable and the deviant or 
violent group.  The vulnerable group perpetrate violence because of jealousy, fear that their 
wives are going to engage in extramarital affairs and perceptions that women are looking 
much younger and more attractive than them.   
The second category perpetrates violence because they feel that family planning methods will 
make them sick, particularly as a result of culturally specific illness perceptions.  For example 
lack of menstruation after taking Depo-provera is interpreted within cultural beliefs 
surrounding the resulting accumulation of ‘bad blood’, which are perceived to lead to illness 
in sexual partners (see chapter 6).  Prolonged menstruation is also problematic in this context 
since the man is not allowed to have sex with a menstruating woman.  Yet, many women 
using clandestine family planning methods may prefer these long-term methods so as to 
avoid being discovered by the partner.  These findings echo those of a Ugandan study 
showing that men fear ill-health due to family planning methods 
59
.  This study did not 
explore this further with men’s groups to understand what the nature the illnesses might be.  
However, previous studies in Malawi have found that women and men do not use family 
planning methods due to side effects 
433
.  Depo-Provera is known for side effects including 
loss of libido prolonged menses and amenorrhoea 
434
.  This could be a potential area of 
conflict in families, considering the role of sexual problems as triggers of violence cited in 
the literature.   Lastly with regard to the ‘deviant group’, women explained that many men 
who prohibit their wives from using family planning are abusive, meaning family planning 
may only exacerbate the already existing violence in the family.  These are likely to be very 
controlling men.  
These findings have practical as well as policy implications.  Knowledge about these 
categories of men would assist family planning providers to better assist their clients.  For 
example one of the IDI participants had visited the clinic to request for Norplant removal 
prior to her husband slitting the skin of her upper arm in attempt to remove it after she was 
advised against doing so at the hospital.  Currently efforts are underway to encourage men to 
get involved in reproductive health matters that concern their wives
432, 435, 436
.  However, 
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health providers ought to be aware that not all hospital escorts do so to support their wives.  
Some controlling men would escort their wives to ensure that the wife has succumbed to their 
wishes.  Therefore the implications of this study are that there should be efforts made to 
ascertain the safety of the woman before engaging their male partner.  Health care workers 
also need to be aware of the cultural implications of particular side effects such as prolonged 
bleeding/amenorrhea and their potential to trigger conflict and violence, so that they are able 
to take these into account in counselling individual clients. 
8.2.2.2 Implications for HIV programmes 
Discussions on antenatal HIV testing revealed that some believed it to be mandatory as 
illustrated by the following response: 
“What is happening nowadays is there is a law that every woman attending 
antenatal clinics whether she likes it or not should be tested based on the 
advantages.” (FGD, health centre) 
Another recently published study has shown that Malawian women perceive HIV testing to 
be mandatory and suggests that some may avoid ante-natal care as a result 
437
.  This supports 
studies from elsewhere including Uganda where the lines between mandatory and voluntary 
testing are effectively blurred in HS delivery
438
.  Data presented in this study shows that HIV 
testing can be a violence trigger, supporting other international studies.  Policy in Malawi is 
not that HIV testing is mandatory, but in 2005, the PMTCT programme changed from an opt-
in to an opt-out system of testing, which may explain women’s perceptions 439.  The current 
implementation of policy as interpreted by women does not respect their right to choice and 
may have serious implications for them in terms of IPV, utilisation of Prevention of Mother 
to Child Transmission (PMTCT) programmes and antenatal services (see Section 2.6.2). The 
fact that women perceive that antenatal counselling is mandatory or coercive when it is not 
supposed to be the case raises another question about the quality of HIV counselling services, 
and this is important considering that our data has revealed perceived deficiencies in the area 
of counselling.  Further investigation is needed of the source of the disconnect between 
policy and perceived practice, since it is unclear whether the message that testing is 
mandatory results from health provider attitudes or implied pressure for testing from policy 
makers/managers.    
The implications are even greater for the “universal test and treat” strategy in HIV (where 
testing is followed by immediate treatment for those testing HIV positive) considering that 
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about two thirds of the women in PMTCT programmes do not complete the required  
interventions for effective PMTCT
440
.  Malawi rolled out a “universal test and treat” strategy 
for pregnant women called Option B Plus in 2011. The strategy, uses immediate lifelong 
ART for all pregnant women who test positive with the aim of trying to eliminate paediatric 
HIV 
440
.  Findings of this study (see Chapter 6.4.4 and 6.5.7) also support previous studies 
documenting problems with disclosure of HIV status to partners and the struggles people face 
after receiving an HIV diagnosis including: hiding drugs, being forced to share drugs with 
partner, failure to enforce safer sexual practices and abandonment.  Difficulties in partner 
notification following ante-natal HIV testing may contribute to this loss to follow up, since 
increased partner notification has been linked to improved uptake of PMTCT 
441
. 
Women reported abandonment or neglect as a form of violence in men’s response to them 
having HIV.  Service providers echoed women’s voices by indicating that men don’t care for 
wives when sick despite the fact that women care for men when they’re sick; although 
abandonment and neglect does happen to men, it is seen as more unacceptable socially.  This 
is related to cultural gendered expectations and the lack of a cultural script or model for men 
to follow when wives are chronically or terminally ill.  It would appear that widespread HIV-
infection and the context of increasing poverty and economic insecurity have created this new 
type of violence of neglect and abandonment of wives with HIV.  These findings support 
international literature showing vulnerability of women with HIV (see Chapter 2.4.1.3) and 
has implications for HIV Testing and Counselling (HTC) for care and support for women 
living with HIV and PMTCT programmes. 
Implications for HTC are that counsellors need to pay more attention to providing support for 
disclosure.  Couples HIV Testing and Counselling (CHTC) aims to promote immediate 
disclosure within the counselling sessions and to facilitate discussion of how the HIV positive 
partner(s) will access care and support.  However, CHTC does not usually explicitly address 
issues of violence, which has been seen as a barrier to the utilisation and effectiveness of the 
service.  The potential for expanding and deepening CHTC to explicitly address violence is 
discussed in section 8.3.2.4.  Discussion of these issues is also needed as part of the health 
promotion and primary prevention interventions with the wider community in terms 
recommended in section 8.1.  Innovative programmes that would address the problem of the 
lack of a cultural script or model for men to follow when wives are chronically or terminally 
ill with HIV are required in Malawi.   
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Despite the multiple and complex connections between HIV and IPV revealed by the 
perceptions and experiences of the participants in this study, a recent published study 
examining the relationships between women’s self-reports of IPV and their confirmed HIV 
status, using DHS data from ten low and middle income countries in Asia, Africa and 
America, did not find a significant association between the two.  Only a third of the country 
specific data showed significant associations.  Malawi was included in the analyses.  The 
study concluded that the IPV and HIV link may not be a global pattern and that if so HIV 
prevention efforts need to focus on other areas and not adult IPV 
329
.  However, this study 
contributes to the literature presented in chapter 2.4.4 in suggesting that a link between IPV 
and HIV exists, particularly in some specific contexts, but the pathways are complex.  There 
is a possibility that such complex links cannot easily be established through quantitative 
methods.  However, this calls for more longitudinal population based studies since the data 
used by Harling 
329
was cross sectional and as such causal relationships were only inferred.    
 8.2.2.3 Implications for SRH programmes for young people 
The study findings show a high level of concern about the potential health outcomes of 
sexual violence among young people and particularly young women, which are in line with 
documented adverse health outcomes including unintended pregnancies, abortions and risk 
for HIV and AIDS 
442-445.  Negative, judgemental attitudes and denial of young people’s 
experience of sexual violence contribute, along with a range of other individual, cultural and 
institutional barriers, to low utilisation of health services following violence.  Low access to 
and utilisation of post rape services in turn further limits young women’s options to prevent 
pregnancy and HIV infection (through emergency contraception and Post-Exposure 
Prophylaxis).  Previous studies have reported that premarital and extramarital pregnancies are 
highly stigmatized in Malawi 
446
, with some parents being  more distressed about the 
possibility of their daughters’ premarital pregnancy than they were with the possibility of 
HIV infection (37).  The study supports the previously documented role of parents and 
particularly mothers of young women in decisions to seek unsafe induced abortions, and 
young women’s recognition of this as a further form of sexual violence.  The findings also 
suggest that the contribution of sexual violence in intimate pre-marital relationships is an 
under-recognised health problem for young women in Malawi and its contribution to unsafe 
abortion has received insufficient attention 
447
.   
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This study also supports findings in Malawi and  sub-Saharan Africa that the giving of gifts 
and money to young women is a commonly expected component of intimate partner 
relationships 
448, 449
, which contributes to power differences and compromises their ability to 
resist forced sex and high risk sexual behaviours 
449
.  There has been some discussion about 
whether such gift giving in young people’s relationships in Malawi constitutes ‘transactional 
sex’ as characterised in the HIV literature448.  This data suggests that young women did not 
perceive the gifts they received from young men as directly transactional in nature, but that 
the gifts contributed to limitations on their ability to decide whether to have sex or not in a 
context of threatened violence and wider gender inequalities.  
The implications of these findings are that further attention to the specific needs of adolescent 
and young unmarried women and men is needed in reproductive health programming, 
including strengthening efforts to improve the youth-friendliness of reproductive health 
services 
450
.  Community-based IPV prevention programmes also need to include specific 
efforts to address young people’s situations, by recognising the prevalence of IPV amongst 
unmarried youth and targeting them separately in discussions of the specific gendered norms 
and power relations they experience. 
8.3 Disconnect between recognised magnitude and health sector response 
The findings of this study have revealed a gap between the perceived magnitude of IPV and 
the subsequent health sector responses.  Narratives from all stakeholders pointed to the fact 
that the problem of IPV is perceived as extensive in Malawi.  A significant proportion of 
women, young people and some men are perceived to have experienced various forms of 
violence including physical, sexual, psychological and economic forms.  Chapter 5 has 
shown that the health sector frameworks, policies, guidelines and some of the training 
manuals reflect this and acknowledge the role of IPV as a risk factor for major health 
conditions including HIV and AIDs.  Nevertheless the responses to address IPV in Malawi 
have been limited until recently.  As discussed in Section 8.2 above, gaps in knowledge and 
care provision are related to inadequate coverage in the curriculum, prioritization of physical 
over psychological and social problems in the health care system, and a lack of primary and 
secondary prevention interventions.  Negative attitudes of providers as a result of culturally 
scripted understandings of violence were also prominent.  The following sections discuss first 
the evidence for the factors influencing the inadequate health sector response, and then the 
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available models and opportunities for improving the health sector response in the specific 
context of Malawi.  
8.3.1 Why isn’t the health sector response adequate?  
8.3.1.1 Lack of political prioritisation 
Despite the overwhelming acknowledgement that IPV is a huge problem and a determinant of 
some of the major health problems in Malawi; Chapter 5 shows that IPV is not regarded as a 
priority public health problem.  Discussions on prioritisation of violence in health services 
revealed that some do not regard IPV as a legitimate problem for the Ministry of health as 
these were perceived to be under the jurisdiction of the Ministry of Gender, Police Victim 
Support Units and Non-governmental organisations.  The lack of recognition of violence 
prevention as a public health priority has been documented internationally (chapter 2.7.1.3), 
and this is a major challenge for advocates of an improved health sector response  to violence 
4
.  Since historically much of the gender advocacy in Malawi has occurred outside the health 
sector, this has not always made links sufficiently to biomedical outcomes to inform health 
sector prioritisation, as observed 
358
.  Interviews with some key donor agencies revealed that 
it had never occurred to them that the health sector could be an avenue for violence 
prevention activities.  The lack of evaluated and disseminated models for health sector 
responses to IPV documented in the international literature is likely to contribute towards 
this.  HCWs reported that most interventions are developed and implemented by the Ministry 
of Gender and non-health NGOs, and tend to focus on awareness raising and training related 
to justice such as training for the Police Victim Support Unit.  Many HCWs are unaware of 
the health consequences of IPV because GBV has never been part of their professional 
training 
451
.  The findings of this study partly support these observations.  However, HCWs in 
this study seemed to be conversant at least with some of the major health consequences of 
IPV such as the links between IPV and HIV, poor reproductive health outcomes, physical and 
mental health consequences.  However, many participants viewed the narrow biomedical 
approach to health adopted by the training institutions, which prioritises physical over 
psychosocial determinants of health, as problematic.  HCWs admitted that they meet 
survivors of violence in their daily work but they are inadequately prepared to handle such 
cases.   
Priority setting, which is influenced by politics and policy incoherence, impacts on the 
quality and quantity of human and financial resources made available, and the up-take of new 
277 
 
ideas targeted at underdevelopment 
419
.  Although to some extent stakeholders believe that 
legislation and policy have been helpful in changing norms and driving some changes at 
service provision level (see 8.1), this study (chapter 5) shows that participants also 
acknowledge that IPV has a low political priority and this influences resource allocation.  
Key informant interviews presented in Chapter 5 revealed competing priorities for the 
Ministry of Health.  Discussions around prioritisation of VAW in the ministry are generally 
centred on comparing it with what are perceived to be the key health issues such as Malaria, 
Tuberculosis and HIV/AIDS.  While local conditions may have influenced this perspective, 
areas of focus at international level, including the MDGs may also play an important role 
with regards to positioning of violence issues in the ministry of health.  Lack of funding for 
violence at international level has been documented
244
, and was prevalent in the accounts of 
gender based violence service providers (chapter 7).  The situation could be even worse for 
the Malawian health sector with all the human, health and resources problems highlighted in 
Chapter 3.  
Interviews with key informants highlighted how lack of a clear channel of resource allocation 
presented a key challenge for implementation of violence activities in the health sector.  For 
example, IPV activities are not part of the essential health package (EHP) and this means 
there is no office charged with responsibility for IPV services.  Lack of an office responsible 
for IPV, VAW and VAC meant there was no funding allocated for violence against women 
and children.  Budgets are prepared by responsible directorates and SWAp funds activities 
according to what has been budgeted.  Furthermore, there has been poor coordination within 
Ministry of Health directorates dealing with the various aspects of violence due to the lack of 
a co-ordinating body.  
8.3.1.2 Implications of aligning violence activities in the directorate of non-
communicable diseases (NCD) 
The study has found that the Ministry of Health in July 2011 established the Non-
Communicable Disease and Mental Health (NCD).  The intention was to cover cancer, 
diabetes, cardiovascular diseases, other chronic illnesses such as epilepsy and a broad range 
of mental health issues including violence and trauma. Considering that IPV has lower direct 
health burden compared to the other disease in the NCD there is a possibility that violence 
issues may be forgotten within the department.  This may be true in light of the lessons learnt 
from the implementation of the OSCCs in Malawi. A previous  study on OSCCs in Malaysia 
revealed a lack of commitment from  top level policy makers despite the existence of a 
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Violence and Injury Prevention Unit at the Ministry of Health  as priority was given to 
clinical conditions such as  cardiovascular diseases 
452
.  Competing priorities within the NCD 
may mean that IPV will still be undermined within the Ministry of Health in Malawi.  In 
addition, the NCD may be less gender sensitive compared to services such as reproductive 
health and HIV services.  
Implications for mental health services 
However, an opportunity for effective implementation of violence activities exists within the 
NCD especially if violence is aligned with mental health services.  Mental health problems 
and IPV are interlinked because they share common risk factors such as alcohol and drug 
abuse. Findings in our study revealed that men who use alcohol and abuse drugs are 
perceived to perpetrate the most severe forms of violence.  Mental health services can 
therefore serve as an important entry point for dealing with violence issues.  People who 
abuse alcohol and drugs may be screened for IPV within their relationships (as either 
victim/survivor or perpetrator, or both).  Therefore, specialist interventions that are geared 
towards addressing mental health, alcohol/drug abuse and IPV and their intersections are 
needed.
453
  
 
Implications for alcohol interventions  
The  relationship between couple conflict, drug and alcohol abuse has been described as 
complex and reciprocal; and  results in high levels of relationship dissatisfaction, instability 
and both verbal, sexual  and physical aggression. These conflicts are common among couples 
in which only one partner abuses alcohol and drugs and where the alcoholic has relapsed.  
Several interventions have been used to deal with both IPV and the problem of  alcohol such 
as ‘ turning up the pain’ (the individual is confronted  with  unpleasant consequence of 
abuse),  Communtiy  Reinforcement Approach (providing incentive to stop drinking) and 
these have been extended to include family training or behavioural couple therapy.  Literature 
has demonstrated that community approaches have proved to be more effective than 
individual interventions or confrontational approaches.  Interventions therefore need to 
recognise the role of alcohol as a trigger for IPV and the impacts of both alcohol and IPV on 
mental health at campaigning and awareness-raising messages against violence. Participatory 
dialogue with both women and men about the role of community, significant others including 
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spouses and about individual couple communications is required.  While passing the law of 
controlling age of alcohol consumption and availability by increasing the sell price of alcohol 
may be effective, community approaches are more relevant in Malawi.  Many people 
consume local brewed beers making it difficult for law enforces.  The Malawian  family has a 
strong familial ties where  significant others including nkhoswe  are involved in resolving 
family conflicts as such community reinforcement approaches and family training approaches 
may be to be more effective given the familiarity with  family involvement in domestic 
issues.  There is also a need for exploring alternative income generating activities with 
women as many may depend on beer brewing as their main source of income.  
8.3.2 Cultural values: private nature and normalisation of violence 
The lack of prioritisation of violence in the health sector is also related to the cultural 
interpretation of violence across Malawian culture.  As outlined in chapter 3 marital issues in 
the country are considered to be private and the responsibility of the marriage counsellors.  
As shown in Chapter 7 1.3.2 HCWs as members of the communities also believe that IPV 
issues should be dealt with by marriage counsellors unless there is a physical injury that 
cannot be handled by marriage counsellors.  As such many HCWs feel obliged only to do 
what they are supposed to handle and leave the rest to the marriage counsellors to sort out.  It 
was clear in this study that some HCWs felt that if they have to provide counselling to 
couples undergoing violence then they may step into the role of the marriage counsellors, 
which they felt is out of their jurisdiction. 
The other challenge that may lead to the lack of prioritisation of IPV in health services is the 
dominant cultural beliefs and values of ‘normalisation of IPV.  These values and attitudes 
inherent in the HCWs and policy maker’s opinions may inform how the health sector 
responds to violence.  Normalisation of this problem results in low prioritisation by health 
services since most IPV is not perceived as a problem 
44
.  As mentioned above, this can lead 
to ‘normalisation’ of violence among health care practitioners.  As a result it may be 
important for policy makers and providers in the health sector to be sensitised on gender 
issues, and deal with their own values so they are able to see IPV as a priority.  It is important 
also to take into account that health practitioners dealing with GBV may well have 
experienced violence themselves.  Research in South Africa found that among 36 female 
nurses undergoing GBV training (8 males were also interviewed) 25 had themselves 
experienced violence
269
.   
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8.3.2.1 Gaps and inconsistencies in legislation and policy 
 As shown in Chapter 5, the implementation and dissemination of legal and policy documents 
is limited.  The review of documents and interviews with various stakeholders’ highlighted 
gaps and inconsistencies in the legislative pieces meant to fight violence including IPV.  A 
number of conflicts and gaps can be identified in the legislative environment that undermines 
efforts to address IPV and Violence against Children in Malawi.  The absence of a legal 
framework in the area of reproductive health is considered as a major setback for the 
development of a comprehensive health sector response to violence and abuse in the country.  
It is argued that such legislation would give individuals, including women and girls, basic 
rights and attendant responsibilities to decide freely on reproductive health issues free from 
discrimination, coercion and violence 
454
.  Considering that reproductive health rights are 
inextricably linked with the factors that predispose women and girls to HIV and AIDS, a 
reproductive health law would therefore give a framework for the protection and 
advancement of reproductive and health rights by all persons, including women and girls, 
contributing to their empowerment to protect themselves from HIV infection or re-infection.   
Lack of clarity about the role of the health sector in justice processes for IPV in legislation 
(such as the DVA) has also led to weak medical-legal linkages including to poor referral 
mechanisms, lack of feedback and the unwillingness of HCWs to give evidence in the court 
of law (due to lack of training and resources provided for this).  This echoes findings of a 
review of sexual violence legislation in sub-Saharan Africa, which found that many sub-
Saharan African countries do not yet have substantial co-ordination between HIV and sexual 
and reproductive health services, the legal and judicial systems, and sexual violence 
legislation
272
. 
8.3.2.2 Under-reporting in the health sector   
This study has shown that under-reporting is another significant reason for the low priority 
given to IPV by the health sector because it influences understandings of the magnitude of 
the problem and therefore political priority and budget allocation.  Findings of this study 
presented in chapter 7 have revealed that IPV is generally perceived to be underreported in 
formal services including the health services.  These findings are echoed by previous studies, 
both in Malawi (chapters 3.5.3, 3.7.3) and other contexts, discussed in chapter 2.  These 
studies show that IPV is underreported because it is regarded as a private matter, a shameful 
thing, and a trivial issue, but also due to lack of availability of services and knowledge of the 
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existing resources to assist survivors.  The literature has also documented more reliance on 
informal than formal sources of help and that women would only seek help from formal 
sources of help when abuse is perceived severe and there is no help forth coming from the 
informal sources (see Chapter 2.5.2).  Our findings confirm that the majority of survivors use 
informal sources - family, friends, and neighbours, marriage counsellors, religious 
leaders/church - and traditional leaders more than they would seek formal support such as 
health services and the legal system, including police and the courts.   In addition, this study 
found challenges at an individual and family level, society/community and institutional levels 
that acted as hindrances for reporting violence.  These factors entangled with each other in 
the care-seeking process making it difficult to blame a single individual or the system for 
underreporting of cases.   
Barriers to help seeking 
Some survivors did perceive the need for assistance from formal sources of help including 
police and health services. The data revealed that violent situations that were perceived as 
minor were largely resolved within the informal setting while cases perceived as severe were 
more likely to be referred by traditional leaders for formal help (police, health services, 
NGOs and Judiciary).  However, the data also showed that some of the cases that warrant 
health care interventions were nursed within the communities or disguised when they sought 
help from health services for fear of partner arrest.  International literature has identified a 
similar phenomenon across cultures, which has led to the conclusion that the official statistics 
on the prevalence of IPV are but a tip of an iceberg and subsequently questions as to whether 
this hidden part of the iceberg is truly hidden from public scrutiny or whether communities 
maintain major silences around it 
208
.  This study has suggested that in the Malawian setting a 
significant proportion of violence is visible in the community (with the exception of sexual 
violence) but does not get reported to formal sources.  
A previous study on help seeking for young people  identified six pathways to help seeking 
including dead end, backfiring, circuitous, via intermediary and shaped 
455
. Murray in their 
study explains the metaphor of a river of prior help-seeking pathways. This metaphor suggest 
that unproblematic prior pathways (direct) may assist crossing the river (i.e. progressing 
towards help seeking) while problematic prior help seeking pathways (dead ends) may 
impede crossing  it (i.e. progression will not occur, or be delayed or be circuitous).  Although 
the Murray study was conducted among young people and for cases of bullying some of the 
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categories identified by the Murray study are relevant for explaining the findings of this 
study.  This study has revealed that many survivors pass through problematic pathways in 
their quest to seek help with IPV. Barriers to seeking help were many at every level of service 
provision.   A multitude of responses were captured on factors perceived to have contributed 
to underreporting in health services and these could be better framed within the ecological 
framework model (see Chapter 2.3.6). Challenges at individual (micro systems) and family 
level, society/community and institutional levels were often cited by participants in the 
interviews.  These factors entangled with each other in the care-seeking process making it 
difficult to pinpoint a single individual or system-related cause for underreporting of cases.  
The levels at which factors operate also clearly interact closely.  
At the macro level, policy gaps and inconsistencies, a culture of normalisation of violence, 
secrecy, and endurance interact with the individual’s beliefs or attitudes towards violence 
hindering individuals from seeking help for IPV. Once survivors engage on a journey of help 
seeking mostly starting with their nkhoswe they get little help. This is partly because of the 
pressures of cultural norms as discussed in Section 8.1, which operate primarily to preserve 
the stability and integrity of the marriage and therefore the extended family unit and 
relationships.  However, it is also because nkhoswe often lack the skills and resources to help. 
Survivors are often discouraged at this point from taking further action in the interest of 
preserving the marriage. Soon the survivors reach a dead end and can no longer pursue the 
issues further. There also appears to be an excessive level of red tape at the community level 
for reporting IPV. As highlighted in chapter 7 the first point of contact is the nkhoswe, who 
may be comprised of a number of multiple individuals, who are sought in turn. Depending on 
the perceived degree of violence, the issue may need to go through various channels before it 
reaches the village head man who may refer the case to police then to health services or court. 
This referral mechanism may result in delayed justice for the survivor and withdrawal, due to 
thinking there is nothing more that can be done.  At the institutional level some survivors hit 
a dead end because providers threaten that reporting IPV would result in partner arrest. 
Accounts of attempts to seek help backfiring were also common in this study. Survivors 
reported that arrest of partners resulted in worsening violence from partners or divorce 
leaving them destitute without any support and with the children. Often times the process 
proved to be circuitous, survivors ended up being referred back and forth without proper 
assistance. Whilst the adult survivors encountered circuitous pathways, the case was different 
for young people facing IPV in their relationships. The perceptions of young people revealed 
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that many young people hit the dead end faster than their older married counterparts because 
they literally have no support mechanism to report their issues to.   Help seeking from friends 
proved useless.  
The study found greater emphasis on trying to resolve marital conflict at every stage of the 
help seeking process. Limited models of help giving to survivors often acts as a hindrance to 
help seeking at the next level.  It may be seen from this, that responses from sources of help 
may pose a significant challenge to  seeking further help considering the nature of the help 
seeking process being utilized by IPV survivors.  
Poor referral pathways into health services 
Chapter 7 has demonstrated that there are some informal referral mechanisms existing at the 
community level for IPV and to some extent for child protection issues.  However it is also 
clear from the data that there are gaps and inconsistencies in the referral pathways used by 
formal sources of support. This study found a back and forth model of help seeking for IPV 
with formal services referring women back to their informal sources of help. By sending 
survivors back to informal sources of support, formal services acted as if they were not 
knowledgeable about the help seeking process involved in IPV; that survivors would only 
come to them after they have exhausted the informal sources. Formal sources seemed to 
follow a policy of non-interference in marital issues and there appeared to be an established 
norm that puts mediation at the centre of all services for IPV including those offered by 
reinforcing officers (such as police and social workers). This one size fits all intervention 
where the readiness and appropriateness of the intervention were not assessed resulted in 
many women getting frustrated and creating a sense of helplessness within the survivor that 
led them to withdraw from seeking further help..  
Poor information management, recording and reporting 
Although the majority of survivors do not seek help from formal services, a significant 
minority do seek help from formal services, especially when violence is severe (chapter 7).  
However, data on those who do reach formal health services is not well managed. Evidence 
from interviews discussed in section 7.1 and the register review in section 7.3 demonstrate 
that poor data and information management at institutional level has made it difficult to 
understand or appreciate the magnitude and the burden of IPV, which is acknowledged in the 
SHRR policy (chapter 5).  The study found that IPV as cases in health services are not well 
documented.  The HMIS does not include indicators for violence.  Lack of indicators for 
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violence in the HMIS further undermines perceptions of the scale of the problem of IPV as a 
public health problem that results in poor or no documentation of IPV in health care records.  
Interviews with HCWs revealed that they feel obliged to document issues for specific 
reasons. SV or rape cases were documented not because they were violence cases but for the 
purposes of justifying why PEP was given to the particular individuals. Although there is 
some evidence of documentation of SV, the data are poor quality and inconsistent. Including 
indicators of violence in the HMIS or devising ways of recording and reporting IPV would 
assist to legitimise documentation of IPV cases as it would signal to HCWs that it is an 
important problem worthy of being monitored and evaluated.  Specific categories of IPV, 
including SV should be included in this documentation.   A lack of training on documentation 
of IPV has previously been identified as a challenge for documentation of IPV in health care 
settings 
456
.   Therefore it is also necessary to focus on the importance of training service 
providers to use the system appropriately. The challenge is that few rigorously designed 
evaluations have been conducted of training programs for healthcare providers 
456
, and data 
on effectiveness of these remain  inconclusive 
9
. It may also be important to recognise that 
lack of training may only be one aspect; there may be other reasons including fear of being 
called to testify in the court of law. Narratives from the HCWs and police have revealed that 
many HCWs are reluctant to provide evidence in court and lack of documentation may also 
lead to a lack of evidence in court. A previous intervention study in the US which sought to 
improve documentation of IPV cases in health care settings did find that HCWs were 
unwilling to document IPV because (a) they failed to recognise how documentation linked 
with a patient’s ability to seek protection, (b) they feared that documentation could increase 
provider’s risk of medical malpractice  liability, (c) believed that documentation of IPV could 
compromise privacy and confidentiality issues, (d) believed  that documentation will increase 
the likelihood of being called to testify in court, and (e) lack of specific training regarding 
time efficient documentation of injuries, patient statements and observations. The study also 
found that lack of   completeness of the documents made the attorney’s not utilise the records 
as sources of evidence 
457
. Such flaws they concluded compromised the ability if the patients 
to get justice
457
. Similarly, interviews with police revealed that they had problems with 
reading the health care workers hand writing and interpreting the medical language which 
compromised the ability of the survivors to get justice.   Consultation with different cadres of 
HCWs who would be required to record and report data would also be necessary in 
developing an improved recording and reporting system so that these types of issues could be 
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identified and the necessary support and resources provided to enable the sustainable 
operation of the system. 
8.3.3 What are the opportunities for improving the health sector response?  
This chapter has so far discussed the nature of and reasons for the inadequate health sector 
response to IPV in the specific legal, cultural, socio-economic, political and institutional 
environment of Malawi. The following section considers the current opportunities for 
improving the health sector response with reference to possible models emerging in Malawi 
and in comparable contexts such as other sub-Saharan African countries, and discusses the 
opportunities and constraints for their sustainable implementation in Malawi.  
8.3.3.1 Screening 
In spite of the inclusion of screening for Sexual and Gender Based Violence in the current 
strategic health plan (chapter 5), interviews with HCWs revealed mixed feelings about  
screening for IPV in health care settings in Malawi. Whilst other HCWs viewed screening for 
IPV as a positive move that would help to eradicate non -disclosure of IPV and help estimate 
the burden it poses in health care settings some were sceptical about its feasibility considering 
the human, resource, infrastructure and attitudinal problems of the HCWs. The choice 
between universal and selective screening was not clear either.  Engaging in universal 
screening in the Malawian health services as outlined in the strategic plan (chapter 5) may 
need to be approached with caution considering that community perspectives of IPV revealed 
broad understandings of the word violence (see 8.1.4.5).  Using the broader definitions 
adopted by communities in health services has the potential of identifying almost everybody 
as a survivor of violence. This may then pose a challenge for the already overwhelmed health 
systems as discussed above.  The same fears were raised by HCWs, policy makers and other 
relevant stake holders and these were similar to those in the literature on screening reviewed 
in chapter 2.  Considering that screening for IPV is an important in IPV prevention, I would 
argue for a narrow definition of IPV for effective health sector screening programmes. The 
definition adopted by the World health organisation may well be fitted for this because of its 
emphasis on the potential effects of harm. As argued by Kilonzo, gender mainstreaming 
policies often fail in health services because they do not adequately speak to the bio-medical 
consequences, therefore definition that speaks to the harm of IPV (health consequences) may 
be well understood by health providers.   
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A systematic review of barriers to  IPV screening in health care settings has revealed that 
recommendations on IPV screening in the health care setting, and the patient’s willingness to 
be screened do not translate into actual, sustainable screening practices but individual 
providers attitudes, and self-efficacy beliefs influence their willingness to screen
458
.   In 
relation to the potential for mainstreaming screening it is important to emphasise that while 
this will be a key step in mainstreaming GBV in the health sector and in building a 
functioning referral system, it is recommended that screening be developed in tandem with 
in-service training procedures that build up sensitivity and capacity among health staff and 
also improvements in the health care settings environment that would promote disclosure of 
violence.   
The intimate nature of questions used to screen for GBV requires that staff fully understand 
the consequences of establishing whether a woman, man or child has experienced violence.  
HCWs need to have clear instructions for how to deal with disclosures of violence and a pre-
defined and visible referral pathway in order to be able to assist survivors appropriately.  If 
screening procedures are implemented separately from in-service training and with no formal 
referral pathway established, survivors may experience worse trauma through disclosing 
intimate experiences with no clear benefit or outcome.  In addition, sensitisation campaigns 
ought to be conducted with the masses so they understand why a problem they for a long time 
have considered to be private has entered the gaze of the health sector.   
A lack of models of screening programmes for IPV in the sub-Saharan region may also 
present a hindrance for engaging with screening in health settings. However, a programme 
that is being tried out in Kenya may serve as a model if managed successfully 
459
.  
However, the study did find that there are several entry points for IPV in the health care 
services such as STI clinics, ART clinics, maternal and child health departments, and 
outpatients departments among others. These findings are in tandem with findings of a 
literature review that examined models of health service responses to IPV in low and middle 
income countries 
7
; and these have implications for IPV screening. Different entry points may 
mean that survivors present at different points with different health conditions.  This has been 
identified as a challenge for screening interventions, and especially for selective or diagnostic 
screening. However, I recommend that selective conditions may still be used at different 
entry points as screening questions for IPV. For example, this study was able to identify some 
survivors of IPV using difficulties in partner notification and recurrent STIs as cues in the 
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STI department. These questions may be more applicable to the specific departments as such 
may need to be included in the screening tools for the particular department.  
8.3.3.2 Training  
As discussed in the sections above mainstreaming training on IPV, its consequences and 
potential health system responses is required as part of all HCW training.  The literature on 
mainstreaming gender and HIV highlights the importance of taking a holistic approach with 
simultaneous action at multiple levels 
460
 and prioritising gender training for health workers 
and community level players, including a focus on exploring health workers’ own norms and 
values
461
. 
However, there are few examples of such training evaluated in the literature from sub-
Saharan Africa. An exception is a gender violence training module which was integrated into 
an on-going reproductive health curriculum in South Africa 
269
. As discussed in Chapter 
2.7.1.3, the training first elicited provider perceptions and then intervened to raise gender-
awareness in both personal and professional capacities.  The evaluation of the programme 
showed that the programme was successful in raising self-awareness of the health care 
providers, and led to increased involvement in actions to tackle violence. However, the 
authors conclude that more needs to be done to inform the development of appropriate 
training strategies for health care workers, particularly in developing countries. 
In Malawi, there are curricula on family planning and couples counselling in relation to GBV 
already drawn up by the Ministry of Health and available for use in pre- and in-service 
training for health sector programmes (chapter 5).  These are thoughtful, well designed and 
comprehensive curricula.  However, these are only used to train staff in these specific areas 
(i.e. Family Planning and to some extent HIV services).  An important step would be to make 
use of more comprehensive curricula in general pre-service training as there is evidence (see 
section 7.2.2) that the current curricula on IPV are more focused on the ‘medical model’ 
approach to violence in healthcare, without sufficient emphasis on the psychosocial and 
emotional care needed. 
8.3.3.3 OSCs and referral pathways 
One stop centres are currently the major response to IPV that is being developed in the health 
sector in Malawi.  One Stop Centres have been implemented in order to facilitate case 
management for violence against women and children at primary health care level.  These 
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Centres will be implemented nationwide in all the major district hospitals and therefore 
provide opportunities for mainstreaming of violence against women and children services 
throughout the health sector.  An evaluation of the OSCCs revealed that sensitisation training, 
changes to care structures, time and privacy are necessary for the frontline to effectively 
function in their role and for the successful implementation of OSCCs. In addition to 
equipping frontlines, the study recommended that commitment and prioritisation of IPV are 
necessary at policy level 
452
 and that there is a need for flexibility in the implementation of 
OSCCs according to levels of service delivery.  This study suggests that there are several 
areas regarding the function of the OSCCs that require improvement; which particularly 
centre on their effective linkages with and integration into the wider health system at all 
levels. It is important that a referral system is integrated into the development of One Stop 
Centres since these are being established to directly address violence and can act as a learning 
‘hub’ for other sections of the health sector. 
At the district and local level stronger links need to be forged between the hospital staff, 
many of whom are unaware of the OSCs, and the Centres.  The One Stop Centres should 
work closely with hospital staff in order to facilitate reporting and referral between health 
practitioners.  This could be facilitated by a district-level taskforce including members from 
different staff cohorts who could report on GBV cases monthly or quarterly.  An additional 
area of opportunity for building an effective referral system is by making further use of the 
Social Welfare Officers located within hospitals as there is evidence that they already act as a 
point of contact between One Stop Centres and other departments within the hospital.   
In addition there needs to be good communication links established between health clinics 
functioning at the community level and the district One Stop Centres in their area.  It is 
important too that a referral system includes Health Surveillance Assistants and Village 
Health Committees since these potentially represent the ‘first point of contact’ for referral of 
SGBV in the community and are in a good position to make referrals to the One Stop Centres 
if appropriate.  Training and sensitisation at this level is extremely important.  However the 
centres may be too distant for some to travel to.  This means that local clinics, VHCs and 
HSAs need to provide support and care for those who do not make it to the One-Stop Centre.  
This underlines the importance of linkages between the local health facilities and those at 
district level and also the importance and significance of training on GBV to reach health 
practitioners at ground level. 
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In addition, the Centres need to incorporate services for adults in order to effectively deal 
with gender-based violence among women.   
8.3.3.4 Couples counselling  
All stakeholders in this study perceived that counselling services would go a long way to 
reduce the effect of and prevent violence among couples. Members of the community felt that 
counselling services established within their reach would better to serve their needs whilst 
service providers felt they needed to be equipped with counselling skills to assist these 
survivors. The desire for counselling skills in the Malawian setting may not come as a 
surprise since culturally people have grown up in an environment where everybody believes 
marital conflict has to be mediated, hence the presence of marriage counsellors.  
One of the few pools of relatively skilled human resources for providing counselling within 
the health sector is the HIV counselling and testing programme.  Couples HIV testing and 
counselling (CHTC) is one option here that could be used as a starting point for developing 
counselling services that explicitly address IPV issues. Malawian HTC data show relatively 
low uptake among couples 
319, 320
 and no data on IPV 
462
, even though Malawi is one of few 
countries to have an IPV screening tool in its CHTC curriculum.  This chimes with data from 
elsewhere in the region where utilisation of CHTC remains low 
463
 and a lack of consistent 
guidance on the components of CHTC remains a challenge 
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.   Couples HTC curricula can 
range from simply HIV testing male partners in PMTCT services, to efforts to enhance 
communication dynamics within couples, to gender transformative counselling where 
providers are sensitized to the links between gender inequality and HIV and trained to 
challenge harmful gender norms, attitudes and behaviours in couples.  These latter illustrate 
the potential for strengthening integration of HIV and IPV prevention services.  
CHTC and IPV screening interventions that address gender inequalities have improved 
PMTCT outcomes 
463-466
.  In South Africa six sessions of counselling among women seeking 
IPV services decreased HIV risk when compared to a single workshop 
467
.  In Namibia brief 
motivational interviewing has been successfully used in alcohol reduction programmes 
among men
468
.  However, HIV-positive women continued to face difficulties in condom 
negotiation and critics point to a lack of follow-up support with trained counsellors.  
The subject of couple counselling in IPV in the international literature has been controversial 
for fear that a female participant might be coerced into participating in such programmes. 
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However, studies are showing that it is one of the promising approaches for secondary 
prevention of IPV where the couple agree to counselling, wish to remain together and there is 
low to moderate violence 
219
.  Most of these studies have employed cognitive treatment 
models.   Studies have found that couple counselling is more effective than individual 
counselling and that group couple counselling was the most effective 
21
.   Couple counselling 
also appears to be effective in reducing IPV among people who are alcohol and drug abusers.   
Extending and deepening couples counselling for HIV to include IPV issues and their mutual 
gendered drivers may therefore be an appropriate, feasible and sustainable approach to 
improving the counselling options for IPV prevention.  This study has shown that a deep 
understanding of family structures, violence and community norms around violence are also 
required if effective context-embedded IPV prevention measures are to be developed.  There 
is a need to build the capacity of counsellors to directly address IPV and also develop 
community and health service-based referral mechanisms for couples experiencing IPV to 
CHTC, since self-referral is likely to be limited.   
8.4. Limitations of the study 
8.4.1 Limitations of the sampling strategy  
The methodology used in this study had several weaknesses that need to be taken into 
account when interpreting the data.   First, the qualitative findings draw substantially on a 
limited number of interviews with male and female survivors of IPV, especially with regard 
to help seeking behaviour and barriers.   The recruitment of these survivors was conducted 
through a combination of referral from HCWs, NGOs and police and snowballing, 
introducing both selection and gate keeper bias in the selection of the participants.  Using 
snowball sampling for recruiting survivors had several advantages considering that the 
research was dealing with a sensitive topic (IPV) and the majority of its survivors are 
submerged under the ice (see chapter 2). Thus, snowball sampling was used in this study as a 
method that helped to find the hidden population.   
Managers and directors of various gender based violence service organisations were 
approached by the researcher to help with the identification of survivors.  Institutions 
increased the visibility of the survivors because they had access to survivors they had dealt 
with.  While institutions provided an easy way of recruiting survivors for the study it has 
been argued that snowballing also has the potential of reaching hidden populations because of 
its concentration on social networks. The case is likely to be for the study.  Based on the 
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findings of this study (chapter 6), individuals that access formal services are likely to have 
experienced severe forms of violence.  As such, the voices of people who might have 
experienced less severe or ‘normalised’ individual cases may have been missing in the study.  
This may have impacted the experienced the health outcomes narrated in this study i.e. 
participants to the study especially women reported severe consequences of IPV. Recruiting 
survivors using snowballing and through service organization has the potential of introducing 
both sampling and gate keeper bias. This may have limited the extent to which these results 
be generalized to the population under study.  An alternative could have been to recruit 
participants using a random sampling which could have enabled the study to confidently 
draw inferences to the population involved in the study.   However, there was an ethical, time 
and financial constraint that was involved. A community based epidemiological study was 
way beyond your means and would also have its own limitations 
  As a result the findings on the health implications of IPV may need to be understood within 
the limitations stated above.   The study depended on self-reports from individual survivors 
without getting accounts from their partners for ethical reasons (see chapter 4).  Depending 
on self-reports from survivors may mean that survivors some of the accounts may have been 
overstated. It has been observed that people who are depressed may perceive their abuse to be 
much more severe compared to women who are not depressed, although our study did not 
measure depression among survivors.  
In this study, survivor’s interviews were complemented by findings from the community 
FGDs.  This was the other major qualitative method used to understand the views and 
experiences of different groups in the wider community.  As discussed in section 8.1.1, this 
method had great strengths in eliciting community perspectives.  However, they may also 
have had weaknesses in terms of the tendency of the method to generate data on majority 
norms rather than deviant or minority views.  In particular, it was noted that a number of the 
FGDs included relatively dominant participants, which might mean that informal opinion 
leaders were among the participants, which may possibly have further reduced the likelihood 
of dissenting views being expressed. Although eliciting community norms was an important 
part of the study objectives it is nonetheless important to recognise that minority or deviant 
views may be under-represented.  
A range of different voices from within the community were purposively selected including 
younger and older women and men. However, the scale and complexity of the data collected 
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limited the opportunities to clearly distinguish between their perspectives and experiences 
throughout the analysis. For example the perceptions and experiences of younger and older 
women and men are clearly distinguished in the sections on perceptions of violence but less 
well separated in the sections on consequences of violence and help seeking, although efforts 
were made to identify key differences in these sections.   
Although it would have been useful to differentiate between the voices and experiences of 
urban and rural women in the study, the specific study context limited opportunities to do 
this, due to the difficulties distinguishing between rural, urban and peri-urban areas in 
Blantyre city and surrounding districts, as discussed in Chapter 3.2.  
8.4.3 The limited timeframe for review of routine data 
 The attempt to estimate the extent of violence using proxy determinants suffered from 
extreme limitations due to the use of register data which was very poor quality due to poor 
record keeping and the lack of requirement for recording and reporting violence.  Reviewing 
records retrospectively highlighted the weaknesses in documenting violence evidence in the 
health sector in the country and the challenges to implementing a screening system.   
Due to the limitations on record keeping and the extent of underreporting of violence in the 
health sector in Malawi documented in the thesis, the data are unlikely to adequately reflect 
the magnitude of the problem.  The registers that were reviewed by the researcher were only 
for a period of one month.  The researcher was over-optimistic that surveying routine data on 
one month would be adequate to gain useful insights using routine monitoring data.  
However, the period was too short to enable the researcher to draw conclusions about the rate 
of IPV reporting and documentation in the health sector considering that there are twelve 
months in a year.  Moreover, January, the month under review is marked with celebrations.  
The researcher expected a particularly high level of cases during the festive period but despite 
that expectation, the cases were still low due to underreporting in health services.   Whilst 
acknowledging the role of underreporting, the possibility that festivity may also have 
impacted on the quality of documentation also needs to be considered.  
A prospective study over a longer period would be necessary to draw reliable conclusions on 
the quality of documentation in the health facility and to adequately explore the issues of 
poor reporting, whilst a community-based epidemiological survey would be required to 
establish true prevalence.  However, these were beyond the scope and resources of the study. 
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8.4.2 The use of analytical framework 
The complexity of the interconnected factors influencing perceptions, experiences and 
responses to IPV was difficult to capture in the analysis using the policy-oriented framework 
approach.  Whilst the use of this policy-oriented approach may have advantages in making 
the data and narratives accessible to policy makers and providers, the greater use of 
theoretical frameworks such as complexity theory to interpret the data might have better 
enabled a deeper understanding of the interconnections.  
8.4.3 Feedback from stakeholders 
Finally, although a stakeholder meeting was convened to gain feedback on the study findings 
and potential recommendations, this was not systematically analysed as data and included in 
the findings. Where stakeholders did support recommendations this has been highlighted. 
However, further in-depth analysis of stakeholder responses to the data would be useful to 
inform strategic directions in terms of promoting the improved health sector response that is 
so urgently needed.  
Conclusion:  
This thesis set out to answer three main research questions. The conclusion will consider the 
major findings with regard to each question in turn. 
First, how does the health related legislative and policy environment promote or hinder 
the health sector response to IPV in Malawi? This study has developed new knowledge in 
the form of a detailed analysis of the range of laws and policies relating to IPV in Malawi. 
The study found that there are a range of laws and policies that define and promote action to 
prevent IPV in Malawi and that these have had some positive influences on both community 
norms and health sector responses.  However, ineffective promotion of the laws and policies 
has limited their effectiveness. In addition there are both gaps and inconsistencies in the laws 
and policies, including: the lack of clear definition of health sector roles in violence 
prevention, the lack of a clear law against marital rape, the lack of a holistic focus on survivor 
needs for services and the implication in the PDVA that access to health services for 
survivors should be through police or social workers.  These reduce their potential 
effectiveness in guiding the health sector response to IPV.  
Second, how do different stakeholders perceive IPV and the health sector responses to 
IPV in Malawi? The study explored the key stakeholders’ perceptions of the definition and 
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magnitude of IPV, its health consequences, help seeking behaviour, the health sector 
response and the factors shaping it.  These perceptions revealed a complex web of 
interconnected socio-economic, cultural, political and institutional factors that shape 
perceptions, experiences and responses to IPV.   
The data showed that perceptions of violence are culturally normative and related to gender 
roles and expectations.  There are therefore important differences between women’s and 
men’s perceptions, and perceptions are influenced by socio-cultural and policy change, 
including human rights discourses.  A generational gap also exists between young unmarried 
women and men and older generations, who do not perceive the violence that young people 
experience, nor do they provide advice or support in negotiating intimate relationships.  The 
inclusion of male voices on IPV against men, and using emic definitions of violence revealed 
conflicts between women’s and men’s interpretations of IPV, particularly with regard to 
sexual violence and the transgression of gender and marital roles.   
The specific socio-economic and cultural context strongly favours a conflict resolution model 
of responding to violence, which raises questions about the potential roles that can be played 
and the mandate of the health sector can play in developing capacity for conflict resolution.  
However, the health sector is well placed to play a leadership role and has some resources, 
such as HIV Testing and Counselling staff and curricula to offer in a multi-sectoral response.  
Most stakeholders, including HCWs, perceive IPV as a significant problem and recognise 
multiple impacts on health.  HCWs also generally recognise the negative implications of IPV 
for the effective functioning of health sector programmes including HIV, Family Planning 
and Sexual and Reproductive health programmes.  However there is a clear disconnect 
between the magnitude of the problem and the health sector response. IPV is not prioritised in 
health sector strategies or activities. Despite many community members and survivors’ 
holistic perceptions of the health impacts of IPV, the health sector response is too narrowly 
focused on medical treatment for survivors and does not engage in primary or secondary 
prevention.  
The study identified a range of factors influencing the inadequate health sector response, 
including: lack of political prioritisation, which is in turn influenced by under-reporting; gaps 
and inconsistencies in policy; and a culture of normalisation of violence, and in particular 
sexual violence.   
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Third, to what extent can health services rely on proxy determinants to identify intimate 
partner and sexual violence from a health service uptake perspective in Malawi? Proxy 
determinants as reflected in the health service registers proved to be inadequate due to poor 
reporting and recording, and under-reporting to health services. Under-reporting was 
influenced by a range of inter-connected barriers to formal help-seeking, including normative 
attitudes and ineffective responses by both informal and formal sources of support.  However, 
knowledge was generated about the challenges to recording and reporting IPV in this setting. 
The study findings suggested a number of key opportunities for improving the health sector 
response to IPV in Malawi that may be appropriate in this specific context and considered 
their potential sustainability. 
Recommendations 
Capacity building for the health sector 
Capacity was identified to be the biggest challenge to mounting a more comprehensive 
response to violence.  Health care providers fail to function or appropriately respond to 
survivors due to lack of knowledge, skills and attitudes. There was a lack of knowledge of the 
laws, guidelines, policies and frameworks guiding health sector response to violence against 
women and children.  Given the gaps in health care providers  knowledge and skills in 
dealing with psychosocial aspects of  violence  and their  negative attitudes towards  
survivors of violence  this thesis  recommend  significant investment in capacity building for 
health workers of different cadres  at all levels, starting at the grassroots with Village Health 
Committees.  The health system needs to systematically integrate violence issues in the pre- 
and in-service curricula for health service training and other related programmes.   Pre-
service training curricula for health care personnel should also consider including the 
psychosocial aspects of care.  In-service training is also needed in order to address gaps in 
counselling capacity among staff.  While there are good curricula available for some cohorts 
of health staff, namely family planning and couples counselling on GBV, these need to be 
used more widely for pre-service training in order to address weaknesses in this area.  In 
addition, GBV training must take into account the challenges in addressing social and cultural 
norms among health workers, many of whom see violence as ‘normal’ and some of whom 
may have experienced it themselves. Capacity development should first focus on specialised 
One Stop Centres which can function as a learning ‘hub’ for other sections of the health 
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sector. These should be adapted to include adult services, including counselling. For 
populations beyond the reach of such centres there should be point people in facilities with 
additional training. 
Given the gaps in awareness among health workers of basic referral pathways available to 
them within and beyond the health sector, the thesis  recommend the development of a basic 
and universal referral system with procedures outlined to be put into practice through training 
and awareness-raising among health workers.  It is important that a referral system is 
integrated into the development of One Stop Centres since these are being established to 
directly address violence.  An additional area of opportunity for building an effective referral 
system is by making further use of the Social Welfare Officers located within hospitals as 
there is evidence that they already act as a point of contact between One Stop Centres and 
other departments within the hospital.  It is important too that a referral system includes 
Health Surveillance Assistants and Village Health Committees since these potentially 
represent the ‘first point of contact’ for referral of SGBV in the community.  Community-
wide effort that establishes linkages between health care settings and community services at 
this level may extremely be important in meeting the needs of survivors of IPV and ensuring 
that more survivors and those at risk of IPV are reached by the services.  Community 
resources could be used to meet the psycho-social needs, whereas health care services could 
be used to address the health-related consequences of partner violence.  Therefore community 
based interventions are required.   
 Mainstreaming Screening for violence in health services 
In relation to the potential for mainstreaming screening for violence in health services in 
Malawi it is important to emphasise that while this will be a key step in mainstreaming GBV 
in the health sector and in building a functioning referral system, the thesis recommend that 
screening be developed in tandem with in-service training procedures that build up sensitivity 
and capacity among health staff.  If screening procedures are implemented separately from 
in-service training and with no formal referral pathway established, survivors may experience 
worse trauma through disclosing intimate experiences with no clear benefit or outcome.  
This study has found that fewer survivors do report violence in health care services for 
various reasons including cultural norms, perceptions of IPV as a non-health issue, poor 
attitude of services providers and personal reasons.  Although, identification and reporting 
IPV by the health sector would offer opportunities to improve estimates of its magnitude, as 
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well as service provision for survivors and referrals to appropriate services.  It is important 
that before the Malawian health sector engages in universal screening for IPV as stipulated in 
the Malawi National Health and strategic plan, there is need for an improved response to 
cases that are already reporting to health services. The intimate nature of questions used to 
screen for GBV requires that staff fully understand the consequences of establishing whether 
a woman, man or child has experienced violence.  There is need for the health sector to create 
a task group to oversee the development of tools, policies and protocols for screening 
violence.  Health care providers need to have clear instructions for how to deal with 
disclosures of violence and a pre-defined and visible referral pathway in order to be able to 
assist survivors appropriately.  There is need to explore ways to implement service 
integration in areas where ‘One Stop Centres’ are not feasible due to human, physical 
infrastructure and financial resource constraints need to be explored.  Explore the potential 
for integrating IPV screening for violence against women and children into already existing 
programmes such as sexual and reproductive health services, male involvement, youth 
friendly services, HIV programmes, mental health services and admission and emergency 
services where service can be integrated at providers’ level.  Selective screening of IPV at 
various points of entry such as admissions and emergency department, family planning, STI 
and ART clinics, mental health services and antenatal clinics may be used while the capacity 
of the system is being build up.  Close attention should be paid to evaluations of screening 
interventions in comparable contexts.   
 There is need for a spectrum of health sector interventions – i.e. across the spectrum of 
severity – need different strategies for more extreme cases and less extreme cases by health 
sector – e.g. primary prevention in communities can respond to data on less severe/normative 
end; HIV, STI as screening entry points would respond to the middle (in couples counselling 
at least couples can still come forward together) and more severe (STI – individuals have 
demonstrated they can’t come as a couple) end – see diagram below 
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Figure 8.3 illustrating the need for a spectrum of health sector interventions across the 
spectrum of severity 
Less severe/normalised      Severe/life 
threatening/extreme 
 
 
Primary prevention     CHCT  Screening at STI/mental  
(Community engagement/mass campaigns)    health services 
 
National strategies, policies and coordination of violence activities  
In view of confusion over national coordination and responsibilities there is need for the 
coordination of violence activities to be strengthened and for the Health Sector Strategic Plan 
(HSSP) to be widely disseminated among health care providers to promote ownership and 
accountability.  The existing strategy documents need to be updated in line with the HSSP 
and policy ought to be revised so to encourage work across different vertical programmes. At 
national level responsibility for minimising the public health impact of violence falls under 
the Non Communicable Disease Directorate. The responsibility for the implementation of a 
prevention agenda falls under the Ministry of Gender. These two need to work hand-in-hand 
and develop a joint plan, reporting and close working relationship. Strategies and frameworks 
should be clearly delineated in function from policies, guidelines and protocols to make it 
easier for everyone to understand what they should be doing. Policy and planning are the 
remit of policymakers. This should be led by the policymakers in the Ministries of Gender 
and Health but with collaborating partners from of a number of other Ministries and 
institutions including: Ministry of Home Affairs, Ministry of Local Government, and 
Ministry of Education, Ministry of Youth, Ministry of Justice, civil society organisations and 
research organisations.   
Documentation, Monitoring and evaluation 
The health management information system does not contain indicators for monitoring 
violence cases. Data are needed to describe the magnitude and scope of the problem, monitor 
trends over time, and identify target populations to focus prevention efforts. Gathering 
credible baseline and on-going data will advance both prevention and intervention efforts. 
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Therefore the health system needs to include violence indicators in the Health Management 
Information System and as indicators in other Ministries.  These indicators need to be 
common across disciplines (health care, criminal justice, social services, development 
partners etc). There is also need for policies and practices that protect against misuse of data 
and ensure privacy. 
 
HIV and AIDS programmes 
There was a great link between IPV and HIV in this study.  The data revealed that IPV 
interferes with ART and PMTC programmes and disclosure of HIV positive results.  There 
was also an indication that HIV positive status may result into violence and abandonment. 
Existing couples counselling curricula may provide a useful starting point. Couples HIV 
Testing and Counselling (CHTC) services offer a potential starting point for developing 
counselling services for secondary prevention of IPV.  Deepening the remit and skills of 
CHTC providers to explicitly address IPV and gender issues and extending CHTC curricula 
into mainstream pre-service training should be piloted and evaluated.  There would be a need 
to develop community and health service-based referral mechanisms for couples experiencing 
IPV to CHTC, since self-referral is likely to be limited, as least until services are established 
Preventive activities 
Prevention interventions and early identification of violence interventions must underpin the 
health sector response and be embedded into all aspects of health promotion agenda including 
community outreaches and school health programmes. There is a need to engage in dialogue 
with both women and men about understandings of violence in order to carry out primary 
prevention.  Community-wide efforts to establish linkages between health care settings and 
community services are important. These are specifically required to address community 
factors condoning violence.  Messages need to be tailored to fit specific groups. Specific 
attention needs to be paid to the needs and preferences of young unmarried people with 
regard to entry points for prevention of IPV, since their experiences differ from those of older 
married people and they have very limited avenues of support.  IPV prevention programmes 
are required especially those that address the issues of alcohol.  Various strategies such as 
behavioural couple training and craft methods could be tried in both urban and rural areas and 
evaluate how these  play out in  these different social contexts  considering  that  urban 
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dwellers are often more isolated from social support systems such as nkhoswe. Within this 
collaborative mechanism, community resources such as nkhoswe’s, traditional leaders, GBV 
services and   micro financial programmes can be used to address social support services, 
whereas health care settings could be used to address the health-related consequences of 
partner violence.  In doing so, the health care services can expand its ability in reaching a far 
much wider population of survivors and  individuals at risk of violence since many do not 
report violence to formal services and if they do, it is a serious condition.    
 The needs of young people 
Young people in Malawi negotiate a complex set of cultural norms as they start to be become 
sexually active.  They are largely unsupported when they face violence in intimate 
relationships as parents, health care workers and married community members deny their 
experiences, deepening their vulnerability to a wide range of negative health outcomes 
including HIV.  Gender inequalities suffuse both discourses around sexuality and wider 
sexual experiences so that young girls have come to expect coerced sex and lack the skills to 
prevent it or seek help once violence is occurring.  Pro-active prevention work with boys and 
girls in communities is required, but also that health and other services need to develop 
specific youth-friendly approaches to enable the support required to break the cycles of 
normative violence amongst youth.  The design of IPV programmes should include the 
experiences of young people as these are often neglected in the main stream violence 
literature.  IPV including life skills programmes should aim to change violent norms around 
courtship and dating. 
Based on the pattern of young people’s help seeking behaviour, this study recommends that 
peer counselling with sufficient training be considered one of the sources of support for 
young people who experience violence in their relationships.  Community programmes that 
aim at encouraging open communication between young people and parents including 
significant others should be explored. Community dialogues should also be aim at raising 
awareness of the impact of adult intimate partner violence on children. The use of modern 
technology such as telephone text messages, print and electronic as a medium for passing 
information on violence needs to be encouraged, tried out and evaluated.  The ministry of 
education responsible for primary and secondary education need to re-evaluate the policy on 
self boarding schools and see how best they can protect young people who stay away from 
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their parents  without jeopardising their opportunities for better education and that violence in 
young people’s relationships should be included as part of child protection measures. 
 
Future research 
As the focus group discussions with young people were conducted in Blantyre district alone; 
the findings cannot be viewed as representing all of Malawi.  Since the study focused on 
perceptions of health services responses to violence, some areas were not explored in depth.  
For example, we focused on perceptions of violence, so there may be gaps regarding the 
nature of relationships the participants are engaged in.  Although this research identifies 
limited support from figures of authority, further qualitative study is needed to provide 
insights into the full range of perceived barriers to support and how these could be 
transformed to promote resilience among young people.  Population based studies are also 
required.  
The use of mass media and modern technology such as use of text messages and podcasts 
using local voices in local languages can be tried out as a way of passing relevant information 
to the youth as well as adults and be evaluated for their effectiveness of use with low literacy 
level individuals.  
It was observed the records for a period to enable her draw generalisable conclusions on the 
quality of documentation in the health facility.  A prospective study would be necessary to 
address the issues of poor reporting, whilst a community-based epidemiological survey would 
be required to establish true prevalence.   
 
The qualitative findings draw substantially on a limited number of interviews with male and 
female survivors of IPV, especially with regard to help seeking behaviour and barriers.   The 
recruitment of these survivors was conducted through a combination of referral from HCWs, 
NGOs and police and snowballing, introducing both selection and gate keeper bias in the 
selection of the participants.  There is need for conducting a population based study using a 
randomly selected sample among survivors of IPV.  Recruitment of male survivors would 
also been given a priority since they represent a missing voice in partner violence study. 
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Population based studies are recommended so as to capture the nature and dynamics of 
normalised forms of violence.  
 
Since the link between HIV and IPV is contested in some of the literature, there is need to 
conduct further studies particularly more longitudinal population based studies to strengthen 
the evidence linking the two epidemics.  
Studies on how to deal with alcohol problems as a primary prevention strategy ought to be 
explored in Malawi. Such studies ought to explore how the effectiveness of the role of 
significant others such as community leaders and nkhoswe’s can play in dealing with 
problem alcohol.  More studies also need to be carried out to establish the best model of 
alcohol control in Malawi considering the high proportion of the local brewed beer in the 
country. 
With regards to screening for IPV in health care settings, there is need for further studies that 
can lead to development of selective screening tools for different entry points of the health 
services. 
Studies that explore the link between IPV, alcohol intake and mental health problems are 
required. 
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Annexes 
Annex 1: Proforma- records review forms  
Date: DD/MM/YY  No:   |   |   Age:    |   |   Dept:     |  |    Marital status:    |   |   Location:     |    | Home district:  |  |         
Sex :  M            F                       
This form is used to collect data from registers.  Please ensure that all data is entered correctly Do not enter patients’ 
names.   Use of codes recommended 
Indicators 
Rape [      ]    yes   [      ]No   [      ] N/A 
Human bites  [      ]    yes   [      ]No   [      ] N/A 
Delayed presentation [      ]    yes   [      ]No   [      ] N/A 
Story not compatible [      ]    yes   [      ]No   [      ] N/A 
Overt Suicide [      ]    yes   [      ]No   [      ] N/A 
Femicide [      ]    yes   [      ]No   [      ] N/A 
Lacerations or abrasions [      ]    yes   [      ]No   [      ] N/A 
Burns [      ]    yes   [      ]No   [      ] N/A 
Ear injuries [      ]    yes   [      ]No   [      ] N/A 
Pelvic inflammatory diseases [      ]    yes   [      ]No   [      ] N/A 
STIs [      ]    yes   [      ]No   [      ] N/A 
HIV [      ]    yes   [      ]No   [      ] N/A 
Unsafe abortion [      ]    yes   [      ]No   [      ] N/A 
Premature labour [      ]    yes   [      ]No   [      ] N/A 
Deliberate self harm [      ]    yes   [      ]No   [      ] N/A 
Facial injuries [      ]    yes   [      ]No   [      ] N/A 
Maternal mortality [      ]    yes   [      ]No   [      ] N/A 
Fractures [      ]    yes   [      ]No   [      ] N/A 
Drug and Alcohol abuse [      ]    yes   [      ]No   [      ] N/A 
Depression and anxiety [      ]    yes   [      ]No   [      ] N/A 
Low birth weight [      ]    yes   [      ]No   [      ] N/A 
Miscarriage [      ]    yes   [      ]No   [      ] N/A 
Abdominal and thoracic injuries [      ]    yes   [      ]No   [      ] N/A 
Assault [      ]    yes   [      ]No   [      ] N/A 
Sexual abuse [      ]    yes   [      ]No   [      ] N/A 
Special comments  
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Annex 2: General Key informant interviews guide 
 
Key Informant code  : 
Key Informant Title  : 
Key Informant Category : 
Address   : 
Email address  : 
Phone    : 
Interview Date  : 
Interview Location  : 
Interviewers Name  : 
Introduction 
The interviewer will introduce her/him self and explain the purpose of the discussion. She will explain 
that the discussion will focus on health care services available for IPV clients, their perceptions of 
IPV and their role in violence prevention and experiences of providing care to survivors male or 
female and linkages with other service providers.  
Knowledge and Attitudes 
What do you understand by the word violence? 
What about intimate partner violence?  
Probes: 
In what kind of relationship does this type of violence occur? 
Does it include violence occurring in a non- marital relationship? 
How do you differentiate it from non-partner violence? What is rape?  
In what kind of relationships does rape occur? Can rape occur in intimate relationships? How, why 
or why not 
What does the law say about IPV and rape in Marriage? 
Probes: 
 What do you think about that? 
 Why do you think IPV happens? 
How do people resolve conflicts in marriage? 
How could you differentiate between violence and misunderstandings in the family?  
Role of your organisation in violence prevention? 
Would you please tell me more about your role in violence prevention and service provision? 
Probes : 
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What motivated you to engage in such type of work? 
How do you find your job? 
Who do you provide service to? 
Which organisations do you work with? 
Who supports your work? 
Which areas do you provide services? 
What else are you willing to do? 
What would hinder you from accomplishing your goals? 
What are the challenges you face on daily basis?  
What are the opportunities you meet? 
The Role of Health Care Services in gender based violence prevention intimate partner 
prevention 
What is the relationship between IPV and health?  
What in your perception is the role of health care services in intimate partner violence prevention? 
Probes: 
Why should health care providers be involved in violence prevention? 
What are some of the ways in which health care providers could work in violence prevention? 
What do you think are the areas in which health care services does well in addressing the needs of 
IPV survivors?  
Where are they not doing well? 
What makes them not function well? 
What are the challenges the health care system is meeting in addressing the needs of IPV survivors? 
Would survivors   freely disclose to health care providers of their experience of IPV 
What would promote the disclosure? 
What would hinder survivors’ disclosure? 
From your perspectives which are the services that are needed most by the community 
Would you please tell me more about your experience of collaborating with other organisatons? 
How do you think these can be improved? 
Explain any concerns or ideas you have about the health care services 
What are the opportunities for provision /improvement of care? 
What should be done? 
Do you have any suggestions? 
Probes: 
Is there anything that you wished was asked  
Is there anything that you would like to tell or ask us? 
[a] key informant guidelines for justice system 
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What is the legal definition of IPV? 
 How is rape defined in the law? 
What is the magnitude of IPV in legal services? 
What are the procedures for reporting IPV and rape? 
Probes: 
Are they similar? How and why and why not 
What is the procedure for prosecution? 
What are the challenges you face in discharging justice 
Is the current system efficient? Are there any changes you wish were done? What are they and how do 
you wish they should be implemented   
What are the opportunities for helping victims of violence? 
What is the response of the government to issues of IPV? 
Probes: 
 What about political will?  
Why do you think so? 
 [b] Key informant guidelines with the police 
What is the legal definition of IPV? 
 How is rape defined in the law? 
Why do you think intimate partner violence occur? 
How big is this problem in the country? 
Probes: 
 How is it manifesting in the legal services? 
What impact does it have on the legal services? 
What do you think are the consequence of IPV? 
What are the procedures for reporting IPV and rape? 
Probes: 
Are they similar? How and why and why not? 
What is the role of the police in IPV prevention? 
 How many cases of IPV have you seen over the past year and past month? 
What is the role of victim support unit in domestic violence unit? 
Do you think the unit is achieving its mandate? 
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Probes: 
What are the challenges? 
What are the opportunities?  
Do you think it is important for women to come and report problems in their marriages to the police? 
Probes: 
Who is supposed to handle this?  
What would you have preferred to be done? 
Why do you think this should be the case? 
Do you refer your cases to other organisations? 
Probes: 
Which ones? 
 Why do you refer them to those organisations? 
Which violence victims do you refer to the hospital? 
Why do you refer them to them to the hospital? 
Why do you not refer the others to the hospital? 
 [c] Key informant guidelines with other domestic violence services offering counselling and 
support services 
What support do you get to help with the running of your organisation? 
Where do you get this support from? 
Which organisations offer support for domestic violence services 
Who does the counselling?  
Where were these counsellors trained? 
Do you think this support is adequate? 
What is your opinion about the efforts of violence prevention on the district?  
Do you think these services are well coordinated why and why not? 
What can be done to improve the services? 
Are survivors of domestic violence given adequate support? 
[d] key informant guidelines with research, policy and education institutions and health policy 
What is your role in IPV prevention? What are you currently doing? What more are you willing to 
do? 
What are the opportunities for health service to improve its service delivery to families? 
What can the health services do to encourage survivors of IPV to seek help? 
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What can staff do to encourage women to tell them when they have problems? 
 Are there any particular services that would help women? 
What are the policies, procedures or protocols that are in place in dealing with IPV? 
Probes: 
What do these policies mention regarding the role of health services?  
How is the health care sector positioned in these policies?  
What support can you offer to promote care and support for IPV?  
Should the health care service be involved? How, why and to what extent 
 
Annex 3: Question guide for focus group discussions/in-depth interviews for health care 
providers (English) 
I.D Number.....…................... Date of FGD/IDI .............................Place of FGD/IDI............................ 
District.....................................T/A.................................Name of Facility.............................. 
Male / Female participant...... .Name of the interviewer/ moderator.................................................... 
Name of the recorder / note taker......................................Number of participants. ................ 
 
Introduction 
The moderator/interviewer will introduce her/him self and explain the purpose of the discussion. She 
will explain that the discussion will focus on health care services available for IPV clients, their 
perceptions of IPV and their experiences of providing care to survivors male or female.  
Knowledge and Attitudes 
What do you understand by the word violence? 
 What about intimate partner violence?  
In what kind of relationship does this type of violence occur? 
Does it include violence occurring in a non- marital relationship? 
How do you differentiate it from non-partner violence? 
What is rape?  
In what kind of relationship does rape occur? Can rape occur in intimate relationships? How, why or 
why not 
What does the law say about IPV and rape in Marriage? What do you think about that? Why do you 
think IPV happens? 
How do people resolve conflicts in marriage? 
How could you differentiate between violence and misunderstandings in the family?  
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Perceptions of the Magnitude IPV in Health Care Services 
Why should health care providers be involved in violence prevention? What is the relationship 
between IPV and health?  
How big is the problem of IPV in health care services? 
Probe: How often do you see such patients in your departments? 
Does it match the magnitude of the problem in the community? 
In what state do IPV survivors report to the hospital? 
Where do they come from? How do you recognise IPV? 
Do you have any process or protocol to help you identify or screen for IPV 
Can you describe the process in which IPV is disclosed? What do you do first? 
What other policies are available to deal with IPV? 
What are the standard guidelines or procedures for victims of IPV, how do I get a copy?  
  
The Role of Health Services in Violence Prevention 
What in your perception is the role of health care services in IPV prevention? Care? Support? 
What are some of the ways in which health care providers could work in violence prevention? 
What do you think are the areas in which health care services does well in addressing the needs of 
IPV survivors?  
Where are they not doing well? 
What makes them not function well? 
What are the challenges the health care system is meeting in addressing the needs of IPV survivors? 
Would survivors of IPV freely disclose to health care providers of their experience of IPV?  Why/ 
why not? 
What would promote the disclosure? 
What would hinder victims to disclosure? 
From your perspectives which are the services that are needed most by the community? 
Please explain any concerns or ideas you have about the health care services 
What are the opportunities for provision /improvement of care? 
 
Tell Me More about Your Experiences of Treating Victims of Domestic Violence (If Cases Cited 
Follow It Up) 
What services do you offer to such patients?  
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Was there anything that could have been done to (or done for?) the clients? 
What makes providing care to such patients easy? 
What makes it difficult? 
If a patient comes and complains that has been raped by her/his partner /boy friend what would you 
do? 
 
Collaboration 
What services /resources and programmes are available for abused people in the community? 
Have you referred clients to such agencies?  
What are your experiences with those agencies? Are they helpful? 
What services you feel are necessary but are not available 
Do you have any suggestions? Let’s talk more about the referral system within and outside the 
hospital? Let us draw a simple flow chart indicating the flow of such clients  
 
Opportunities and Barriers 
What can be done to improve health services to domestic violence victims? 
 
Annex 4: Critical incident interviews survivors of violence 
I.D Number.....…................... Date of IDI .............. ...............Place of FGD/IDI............................ 
District...................................Urban/Rural ..T/A.................................Name of 
Facility.............................. 
Male / Female participant...... .Name of the interviewer/ ............................................ 
Number of interview. ................ 
Introduction 
The interviewer will introduce her/him self and explain the purpose of the discussion. She will explain 
that the discussion will focus on health care services available for IPV clients, their perceptions of 
IPV and their experience of seeking care and their perception of the role of health services in violence 
prevention.  The participant will be informed that the focus will be on the last time she/he sought care.  
Knowledge and attitudes 
How would you define a harmonious relationship? What makes a relationship unharmonius? What 
can go wrong in a relationship? 
What do you understand by the word violence? What about intimate partner violence? What are the 
different types of violence? What do you call them? 
What kinds of violence can occur in different types of relationships? 
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How related is violence between people who are married and people in sexual relationships? What 
makes them similar or different? 
What about violence against women? What about violence against men? How similar or different they 
are? How do you differentiate them? 
How do you differentiate it from non-partner violence? 
What is rape? In what knd of relationships does rape occur? 
Can rape occur in intimate relationships? How, why or why not 
What does the law say about IPV and rape in Marriage? What do you think about that? 
Why do you think IPV happens? What kinds of things promote it? What kinds of things prevent it? 
How do you differentiate violence from conflict in a relationship? How are conflicts resolved in 
relationships? 
Does IPV have any effect on the person experiencing it? What kinds of effects (checklist: health, 
including mental health and emotional well-being, divorce, ostracism or by family if action is taken, 
effects on livelihood/ability to work, effects on relationships including children, others) 
Last incident 
Let’s talk about the last time you accessed care/services for intimate partner violence 
What was the problem? 
What did you do? Where did you go? 
When did this happen? 
What was the matter last time it happened? What do you think was the cause? 
Who did you first talk to about it? Why? 
Were there others? Who? Why? 
What did you do first? Who did you go to? Why? What happened? 
What did you do next? How long was it before you did this? What prompted you to seek help? Was 
this the first time to seek help? Where else did you seek help? How easy was it for you to get help you 
needed?  For how long did you wait before seeking help? 
What kind of help was sought first?  Who did you contact? Why them? 
What helped you to seek help? Did you face any barriers? Were these expected? Why? How did you 
overcome them?  
Please you tell me more about your experience of seeking help? What is your general impression 
about the services being provided? How were you treated? Did you disclose voluntarily or were they 
encouraged to do so? What kind of treatment were they given? Did they get a referral? Where?  
Do you think these services are well able to help women who have experienced domestic violence? 
Why and why not? 
What other services in the community help survivors of domestic violence?  
Was there something you thought about doing but you could not? What was that for IPV and health 
related condition 
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Magnitude/Help Seeking Behaviours 
How often have you experienced violence in your relationships? Since when? What action did you 
take? What was the cause? Did you seek help? What kind of help? How easy or difficult is it to 
disclosure abuse within a relationship? Why? Would you tell me more of your experiences of 
disclosing violence? To whom did you disclose? What was their reaction? What this what you 
expected? How? 
 Where did you go to seek help for intimate partner violence? 
When did you decide to seek help? What prompted you to seek help? 
IPV and Health/Services  
How do you describe your health status since you started experiencing IPV? How has this impacted 
on your life? What about your reproductive health 
 What made you to seek help? Health problem or violence 
Why did you decide seek health services to help with domestic violence at that time?  
How the service providers did came to learn about your experience of IPV? How easy was it to 
disclose intimate violence to health workers? 
Is there anything within the health services which made it easy to talk about your experience?  
Was is difficult or embarrassing to disclose abuse? If so, how /why? 
How did the service provider respond to your disclosure? What did s/he say and do? How did you feel 
about that? 
What treatment did you get? How did you feel about that? 
Did you get a referral? If so, where to? How did you feel about that? 
Did you take up the referral? When? Why/why not?  
What happened when you took up the referral? 
Was there anything about your contact with these health services which made it easy or less hard to 
talk about your experience?  
Was there anything about your contact with these health services which made it difficult or 
embarrassing to talk about your experience?  
Did you have any concerns about the way the health service looked after you or women you know 
with the same problems? 
What about the waiting time to get help? Did this help or hinder you from seeking help? In what way?  
Are there other reasons that would prohibit people from using health care services? 
Is it necessary for health care services to be engaged in issues of intimate partner violence?  How? In 
what way 
Do you know anyone else in a similar problem as yourself? 
 What help did they seek? What their experiences were like? 
What sort of help should health services provide to survivors of IPV? 
Opportunities for Health Service 
What else do you think could help people with IPV issues?  
What are the opportunities for the Health Service to improve its service delivery to survivors of 
violence?  
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What can the Health Service do to encourage people to seek help? What can health care providers do 
to encourage women to tell them when they have problems?  
Are there any particular services that would help people experiencing violence? 
Satisfaction with Existing Services 
Can you tell me,    your feelings or perceptions of the way the Health care Service looked after you or 
women you know with the similar problems?  
Was there anything about your contact with the Health Service which made it easy or less hard to talk 
about your experience? 
Annex 5: Fgds for community members 
 
I.D Number.....…................... Date of FGD .............................Place of FGD............................ 
District.....................................T/A.................................Name of Facility.............................. 
Male / Female FGD Name of the interviewer/ moderator.................................................... 
Name of the recorder / note taker......................................Number of participants. 
 
 Introduction 
 
The interviewer will introduce her/him self and explain the purpose of the discussion. She will explain 
that the discussion will focus on health care services available for IPV clients, their perceptions of 
IPV and their perceptions of the role of health services in violence prevention and community referral 
systems and linkages with other service providers.  
 
Knowledge and Attitudes 
How would you define a harmonious relationship? What makes a relationship unharmonius? What 
can go wrong in a relationship? 
What do you understand by the word violence? What about intimate partner violence 
What are the different types of violence? What do you call them? 
What about violence against women? What about violence against men how do see them?  
What kinds of violence can occur in different types of relationships? 
How related is violence between people who are married and people in sexual relationships 
What makes them similar or different? 
How do you differentiate it from non-partner violence? 
What is rape? In what kind of relationships does rape occur? 
Can rape occur in intimate relationships? How, why or why not 
What does the law say about IPV and rape in Marriage? What do you think about that? 
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Why do you think IPV happens? What kinds of things promote it? What kinds of things prevent it? 
Does IPV have any effect on the person experiencing it? What kinds of effects (checklist: health, 
including mental health and emotional well-being, divorce, ostracism or by family if action is taken, 
effects on livelihood/ability to work, effects on relationships including children, others) 
 
Magnitude/Help Seeking Behaviour 
How common is IPV in this area and the neighbouring communities? Who is commonly affected with 
it? Men? Women? Why do you think this is the case? What triggers violence? What actions should 
the individuals take in case of IPV? How easy or difficult is it for the person experiencing violence to 
tell someone else about it? Why? Who could they most easily tell? Where do people go to seek help 
for intimate partner violence? 
When do people decide to seek help? 
What would prompt a survivor to seek help? How easy is it to get help? What are the things that 
enable people to seek help? What might stop them from seeking help? 
What kind of help does the survivor get? 
Please you tell me what services are available in your community for men and women who 
experience IPV? 
What is your opinion of the services they provide to people who have experienced IPV? 
Do you think these services are able to help people who have experienced IPV ?  
What other services in the community help people who are experiencing IPV ?  
Are there any services you know of which help children who may live in a home where there is 
intimate partner violence?  
IPV and health/services  
For what reasons do survivors go to health services for help with domestic violence?  
How easy is it to disclose intimate violence to health workers? What can health care services do to 
promote disclosure of IPV? What might make it difficult to disclose abuse? 
What do you think about the way the health services approach survivors of intimate partner violence?  
What is the relationship between intimate partner violence and health? 
Opportunities for Health Service 
Is there a need for survivors of IPV to seek health care services?  
What could be done to encourage survivors tell health care providers when they have problems?  
What are the opportunities for the Health Service to improve its service delivery to survivors of IPV? 
Are there any particular services that would help survivors?  
What sort of help should health services provide to survivors of IPV? What else do you think could 
help survivors? 
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Annex 6: Community members English Dummy Topic Guide     
 
I.D Number.....…................... Date of FGD .............................Place of FGD............................ 
District....................................T/A.................................Name of Facility............................. 
Male / Female FGD.......Name of the moderator.................................................... 
Name of the recorder / note taker......................................Number of participants. ................ 
 
Introduction 
The moderator will introduce her/him self and explain the purpose of the discussion. She will explain 
that the dummy guide is a safety measure.  The researcher will switch to this guide so where 
interrupted suddenly or where somebody insists to see the content of discussion. The questions in the 
dummy guide are not related to violence but will focus on health care needs and services available for 
pregnant mothers and young people, particularly pertaining to family planning pregnancy and 
childbirth.  
 
 Pregnancy and childbirth 
 
ANC 
 Do women in this community attend antenatal clinic?  
 Approximately when do most women begin their ANC clinic? 
 What services do they receive during the ANC visit? 
 In your opinion are these services usually available? 
 Why are these ANC services important? 
 
Birth preparedness 
 What preparations do women make in readiness for delivery? (probe for deliberate savings, 
plans for transport, payment in instalments to the facility, organisation through women 
groups,) 
 How do you perceive the role of a partner / spouse in the process of pregnancy, childbirth and 
birth preparedness? (probe for the men’s roles and responsibilities, what the community 
expects men to do ) 
 
Linkages between the community and health facility 
 How can you describe the relationship between the facilities and the community? 
 Do you have an established community health committee? What is the function of these 
committees? (probe for advantages and disadvantages) 
 Do we have community health workers in this area and what is their role? 
 What measures should be put in place to improve the relationship between the community 
and the facility 
 Community referral system 
 When a woman gets a complication during pregnancy and childbirth, how is such a woman 
assisted while in the community? (who does the referral,) 
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 What problems / challenges do these women experience? (probe for transport availability 
and payment) 
 What initiatives exist in this community that facilitate referral to the nearest health facility? 
 What else can be done and by whom to improve referral at both the community and the health 
facility leveI 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
